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As manufacturers of what are widely regarded as 
the finest surgical blades ever developed, it is 
our conviction that professional preference is 
based upon their actual performance rather than 
attempts to evaluate their qualities by mechanical 
determinations. 


the superior sharpness of their inimitable cut- 
seam emmeee ting edges. 


oe 


Surgeons CCMPE just the desired degree of rigidity necessary to 
eames resist lateral pressure. 


Surgeons huow that dependable strength and long cutting 
aaaeaaeamemee efficiency serves to reduce blade consumption 


to a minimum. 


The quality of Rib-Back Blades 


has suffered no wartime change. Ask your dealer 
Precision uniformity . . . blade 


for blade . .. and long periods of BARD-PARKER COMPANY, INC. 


satisfactory service, make them 
Danbury, Connecticut 


the least expensive in the final 
ll By I a. tn 


cost analysis. 








HEMO-PAK Hemostatic Absorbable Surgical Dressings consist of oxi- 
dized gauze or cotton in the form of sterile packing strips or cotton pads. 

Just remove from the sterile, sealed tube... place in contact with 
the bleeding surface—with slight pressure. Within two minutes—like 
magic—the material turns black in contact with hemoglobin, forming 
an artificial clot to effectively dam bleeding vessels. 

Hemo-Pak can be buried in most tissues with safety since—in a few 
days’ time—absorption is complete, with no ill effects nor local irritation. 

Hemo-Pak (Brand of Oxidized Cellulose) is a complete hemostatic 
unit, and, requiring no cumbersome manipulation, provides a prompt, 
effective, and practicable means of controlling hemorrhage even under 
the most inconvenient and difficult circumstances. 





HEMO-PAK, in two types and three sizes: 
Hemostatic Absorbable Gauze Packing Strips: 


(1) 2” x 14” for hemostasis in general surgery and where suturing or ligation 
is impractical or ineffective. 

(2) Wy" x 24 yds. for postnasal packing following otolaryngologic procedures, 
and control of spontaneous hemorrhage. 


Hemostatic Absorbable Cotton Pads: 


(3) 6” x 2” for hemostasis in brain surgery. Each pad in sterile sealed tube or 
vial, packed 12 tubes to a box. 


Write for descriptive literature 
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Streptomycin Experience Pointed The Way 
To This New, Improved Merck Form 


IT PROVIDES 


(1) increased purity 
(2) minimum pain on injection 
(3) uniformly high potency 


Now available for Streptomycin therapy 
is this new form—Streptomycin Merck 
(Calcium Chloride Complex). Devel- 
oped in The Merck Research Laborato- 
ries, where pioneer work on this valu- 
able antibacterial agent was conducted, 
the new, improved form of Streptomycin 
is recommended as an adjunct in the 


treatment of certain types of urinary tract 
infection, selected cases of tuberculosis, 
and other infections due to susceptible 
strains of gram-negative organisms. 


Ask for the New 
DATA CHART 


This new quick-reference chart gives 
essential data on the clinical uses, storage, 
preparation of solutions, administration, 
and dosage of Streptomycin Merck 
(Calcium Chloride Complex). It will 
be mailed to you on request. Write to 
Merck & Co., Inc., Rahway, N. J. 


STREPTOMYCIN. = MERCK 


{Calctum Chloride Complex} 


MERCK & CO., Inc. 
Manufacturing Chemists 


RAHWAY, N. J. 


In Canada: Merck & Co., Ltd., Montreal, Oue. 
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The Journal of Industrial Health, Occupational Medicine 


and Traumatic Surgery 


With which are consolidated “ The Industrial Doctor” and “International Journal of Medicine and Surgery” 





This magazine is published to promote sound thought upon and concerning industrial medicine and 
traumatic surgery. To that end it will contain articles, news items, reports, dige »sts, and other presenta- 
tions, together with editors’ comments. The editorial policy is to encourage frank discussion. On this 
basis contributions are invited. The editors will exercise c are in checking on the accuracy of data printe “d 
but in all other respects articles and opinions of which expression is allowed are the opinions of their 
authors —the editors reserving in all cases the right to comment on the same in the current or any 


subsequent issucs as they may be inclined. 
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SILICOSIS STUDY AND MANAGEMENT IN THE CALUMET INDUSTRIAL AREA 
C. W. Rauschenbach, M.D., D. R. Johns, M.D., J. F. Larrabee, M.D., L. M. Hamman, 


M.D., and B. F. Poracky, M.D. 


CARDIOVASCULAR PROBLEMS IN RAILROAD INDUSTRY 
R. W. Edmonds, M.D., and Harold Feil M.D. 


THERMAL BURNS 3 
Geoorge S. Bergh, M.D. 


SECONDARY CLOSURE OF WOUNDS OF THE HANDS 
Michael L. Mason, M.D., F.A.C.S. 


INDICATIONS FOR SYMPATHETIC BLOCK AND SYMPATHECTOMY IN TRAUMATIC 


AND ASSOCIATED CONDITIONS 
Thurston R. Adams, M.D. 


DENTAL RELATIONS IN A STATE INDUSTRIAL HYGIENE PROGRAM 
Edward R. Aston, D.D.S. 


SODIUM BICARBONATE—AN OCCUPATIONAL MEDICAL PROBLEM 
E. W. Probst, M.D., and F. B. Lanahan, M.D. 


THE RAILWAY SURGEONS MEETING...... 
LETTERS TO THE EDITOR (L. Carozzi; Leonard J. Goldwater, M.D.) 


NEW BOOKS 
Handbook on Fractures (Review by Edward P. Heller, M.D.) 


Employees are People (Review by W. G. Hazard) 
ASSOCIATION NEWS . 
COMMENT AND OPINION 

EDITORIAL 

INDUSTRIAL HEALTH AND DISEASE. 


DR. PILGRIM 
(Index of Advertisers. . 








The AMERICAN ASSOCIATION OF INDUSTRIAL PHYSICIANS AND SURGEONS will hold its 33rd Annual 
Meeting at Hotel Statler, Boston, Massachusetts, during and throughout the week beginning Mon- 
day, March 29, 1948. Participating in the Industrial Health Conference will be the AMERICAN ASsso- 
CIATION OF INDUSTRIAL NURSES, the AMERICAN INDUSTRIAL HYGIENE ASSOCIATION, the AMERICAN 
CONFERENCE OF GOVERNMENTAL INDUSTRIAL HYGIENISTS, and the AMERICAN ASSOCIATION OF INDUS- 
TRIAL DENTISTS. 





|NoTeE: The opinions expressed in the editorials of this Journal are not to be considered as neces- 
sarily representing the opinions of any associated organizations. | 
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INDUSTRIAL MEDICINE, The pousees of Industrial Health, Occupational Diseases and Traumatic Su Entered as 
class mail matter A 38, 194i, a the Post Office at Chica oem, See soe Acs of em 5 1879. Published on the 
fifth of each month INDUSTRIAL MED'CINE PUBLISHI iG COMPAN ve of INDUSTRIAL 
NURSING, ee monthly, and AMERICAN INDUSTRIAL HYGIENE ASSOCIATION Sua TERLY). “STEPHEN G. HALOS, 
President; _ CLOUD, Publisher; C. O. Tr M.D., DR. P.H., Editor; CHARLES DRUECK, JR and 
Treasurer; STEPHEN G. HALOS, Advertising and Business Manager. Member, Audit Bureau of Circulations. PUBLICA ION, 
EDITORIAL and EXECUTIVE Offices: 605 North Michigan Avenue, Ch 11, Illinois. the 
United States; $5.50 per year in Canada; $6.00 per year in other countries. ngle copies 
States Patent Office. nd hy rae by Industrial Medicine Publish Company, Chicago. Eastern Representative, H. GORDON 
HUNTER, 152 West Tenth New York City, Telephone Watkins 9-1067. 

CHANGE of ADDRESS: FOUR wecks’ notice required; changes cannot be made without old address as well as new; please 
furnish postal zone number for new address if city requires it. 
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INDUSTRIAL AND RAILWAY MEDICAL AND SURGICAL ASSOCIATIONS 






INDUSTRIAL MEDICINE 


is the official publication of these organizations but is 
independently owned and published 





American Association of 
Industrial. Physicians and 


Surgeons 
OFFICERS 
President: 
Henry S. Brown, M.D., 


Michigan Bell Telephone Company, 
Detroit 26, Michigan. 

President-Elect: 
Harotp A. VONACHEN, M.D., 
Caterpillar Tractor Company, 
Peoria, Illinois. 

First Vice-President: 
ALrrep H. WHITTAKER, M.D., 
Consultant in Industrial Surgery, 
Detroit, Michigan. 

Second Vice-President: 
Epwarp P. Heuer, M.D., 
Kansas City Industries, 
Kansas City, Missouri. 

Secretary: 
Freperick W. S.iose, M.D., 
2024 S. Western Avenue, 
Chicago &, Illinois 

Treasurer and Managing Director: 
Epwarp C. HoL_mMBLAD, M.D 
28 East Jackson Boulevard, 
Chicago 4, Illinois. 


DIRECTORS 
1946-1948 


Epwarp H, CARLETON, M.D., 
Inland Steel Company, 
East Chicago, Indiana. 
RUTHERFORD T. JOHNSTONE, M.D., 
Consultant—Occupational Diseases 
and Industrial Health, 
727 West 7th Street, 
Los Angeles 14, California. 
FrRepeRICK O8TJEN, M.D., 
Jacksonville, Florida. 
MELVILLE H. MANSON, M.D., 
American Telephone and Telegraph 
195 Broadway, New York 7, N. Y. 


FRANK R. GRIFFIN, M.D., 
Medical Director, 
Lever Brothers, Ltd. 
188 Sherbourne St., 
Toronto 2, Ontario. 
A. SANDER, M.D., 
Consultant in Industrial Medicine, 

Milwaukee, Wisconsin. 


DIRECTORS 
1947-1949 

Louis R. Danrets, M,.D., 

Hood Rubber Company, 
Watertown, Massachusetts. 

Ropert M. GRAHAM, M.D., 
The Pullman Company, 
79 East Adams Street, 
Chicago 3, Illinois. 

L. E. HAMLIN, M.D., 

American Brake Shoe Company, 
2501 Blue Island Avenue, 
Chicago &, Illinois. 

E. A. Irvin, M.D., 

Cadillac Motor Division, 
General Motors Corporation, 
Detroit 32, Michigan. 

Apvo_pH G. KAMMER, M.D., 

Carbide & Carbon Chemicals Corp 
South Charleston 8, West Virginia 

F. E. Poorg, M.D., 

Lockheed Aircraft Corporation, 
Rexall Drug Company 


(Canada), 


0. 


702 West Broadway, 
Glendale 4, 


California. 
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NEWS 





R. E. P. LUONGO has been ap- 

pointed Medical Director of 
the General Petroleum Corpora- 
tion, Los Angeles, California. In 
addition to several years in gen- 
eral practice, DR. LUONGO was 
for seven years Assistant Medi- 
cal Director of the U. S. Civil 
Service Commission, specializing 
in rehabilitation. He has recent- 
ly been Assistant Medical Direct- 
or of the Pacific Indemnity Co. 
He received his pre-medical edu- 
cation at Georgetown College, 
Washington, D. C., and his de- 
gree from the Georgetown Uni- 
versity Schoool of Medicine. He 
is a member of the American 
Medical Association, the AMERI- 
CAN ASSOCIATION OF INDUSTRIAL 
PHYSICIANS AND SURGEONS, and 
the WESTERN ASSOCIATION OF IN- 
DUSTRIAL PHYSICIANS AND SUR- 
GEONS, and has served on various 
health and safety committeess in 
the Federal service and private 
industry. Born in Annapolis, 
Maryland, he makes his home at 
1757 Stanley Ave., Los Angeles. 
He is married and has two chil- 
dren. 


R. CHARLES R. SULLIVAN, JR., 

has been appointed Medical 
Director of the Armstrong Cork 
Company. He will have charge 
of the operation of two medical 
dispensaries for Armstrong 
plants in Lancaster, and will co- 
ordinate health, hygiene and me- 
dical services in the other Arm- 
strong plants throughout the 
country. DR. SULLIVAN, graduate 
of Colgate University and the 
Albany Medical College, is a na- 
tive of Pittsfield, Massachusetts, 
where he practiced for several 
years before entering the Army 
Medical Corps in 1941. During 
the first two years of Army ser- 
vice, he was assigned to Camp 
Devens, Massachusetts, and the 


52nd Evacuation Hospital in the 
South Pacafic. In 1948, he joined 
the staff of the Newton D. Baker 
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American Association of 
Industrial Physicians and 
Surgeons 


COMMITTEES 
1947-1948 


Certification Committee 
F. W. Store, M.D.—Chairman 
Eart F. Lutz, M.D. 
C. O. SAPPINGTON, M.D. 


1948 Convention Committee 
H. A. VONACHEN, M.D.—Chairman 
D. L. Lynecn, M.D. 
L. R. DANIELS, M.D. 
J. N. Suiruey, M.D. 
H. C. MARBLE, M.D. 


History Committee 


A. H. Wuittaker. M.D.—-Chairman 
L. A. SHoupy, M.D. 

Ortro’ Geter, M.D. 

Medical Education and Graduate 


Fellowship Committee 
M. H. KRONENBERG, M.D.—Chairman 
TY. Lyte Hazvert, M.D. 
R. F. BucHAaN, M.D. 
J. M. CARLISLE, M. 
R. A. Kenog, M.D. 


Membership Committee 
E. A. Irvin, M.D.—Chairman 
N. E. Leypa, M.D. 
Cc. F. SHoox, M.D. 


Past Presidents’ Committee 
D. L. Lyncn, M.D.—Chairman 
C. H. Watson, M.D. 
J. J. Wrrtmer, M.D. 


Publications and Editorial Con«mittee 
H. H. Rusin, M.D.—Chairman 
CHRISTOPHER Lecco, M.D. 

L. R. DANIELS, M.D. 


Tuberculosis Committee 
O. A. SANDER, M.D.—Chairman 
R. L. Weis, M.D. 
FRANK J. JARZYNKa, M.D. 


Workmen’s Compensation Committee 
J. D. Wirttems, M.D.—Chairman 
Cc. T. Ousen, M.D. 

J. N. Swirvey, M.D. 


District Counsellors 
“A"’.—MELVIN N. Newaquist, M.D. 
Maine, Vermont, Connecticut, 
New Hampshire, Massachusetts, 
Rhode Island, New York, New 
Jersey, Maryland. 


“B’—A. G. KAMMER, M.D.— 
Virginia, Tennessee, Kentucky, 
North Carolina, South Carolina, 
Georgia, Alabama, Florida, Mis- 
sissippi. 

“C”’—ALFrRep H. WHITTAKER, M.D.- 
Michigan, Indiana, Ohio, Penn- 
sylvania, West Virginia. 


“D"—Ropert M. GRanAM, M.D.— 
Minnesota, Iilinois, , Missouri 
Iowa, North Dakota, South Da- 
kota, Nebraska, Montana, Wyo- 
ming, Wisconsin. 

“E”"—V. C. Barmp, M.D.— 

Colorado, New Mexico, Texas, 
Oklahoma, Arkansas, Louisiana. 


“F"—Ricnarp O. ScHorrEtp, M.D.— 
Arizona, Utah, Nevada, Idaho, 
Oregon, Washington, California. 


“G"—FrRANK R. GriFFin, M.D.— 
Canada. 


D. 
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PENICILLIN VAGINAL SUPPOSITORIES 


Okenby 


Particularly useful in the medical and surgical management of cervicitis due to (or complicated by) 
penicillin-sensitive organisms. 


ADVANTAGES @ Potent dosage at site of infection— each suppository provides 100,000 units of 
penicillin @ Painless administration @ Simplicity and convenience. 


Early favorable response establishes the effectiveness of 
Penicillin Vaginal Suppositories Schenley. 


Suggested Dosage: One suppository on retiring or as required. 


SCHENLEY LABORATORIES, INC. 
Executive Offices: 350 Fifth Ave, New York 1, WN. Y. 


Supplied in boxes 
© Schenley Laboratories, Inc. of 6 and 12 
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New England Conference of 
Industrial Physicians and surgeons 


Officers 
J. Ropertson KNOWLES, M.D., President 
Medical Director, Boston & Maine, 
North Station Building, Boston. 
DoNALD V. BAKER, M.D., Vice-President 
Medical Director, Lever Bros., 
40 Broad Street, Boston, Mass. 
J. ALLAN THOMPSON, M.D., Secretary & 
Treasurer 
Medical Officer, New England Tel. & 
Tel. Co., 
245 State Street, Boston, Mass. 
Board of Directors 
James I. Roperts, M.D., 
Medical Director New England Power 
Service Co., 
441 . Stuart Street, Boston, Mass. 
Kart T. BENEDICT, M.D., 
111 Worcester Street, ‘West Boylston, 
Mass. 
Timotny F. Rock, M.D., 
Nashua Manf. Co., 
77 Main Street, Nashua, N. H. 
CHARLES L. FARRELL, M.D., 
Plant Physician, Owens Corning 
Fiberglas Corp. 
166 Pawtucket Avenue, 
Pawtucket, R. 
Cc. F. Yeacer, M.D. 
Chairman Committee of Industrial 
Health 
178 Jackman Ave., Bridgeport, Conn. 
Component Society of the American 
Association of Industrial Physicians and 
Surgeons. 





Rhode Island Society of Industrial 
Physicians and Surgeons 


Officers 
President 
Ricuarp F. McCoart, M.D., 
Universal Winding Company, 
Cranston. 
Vice-President 
Tuomas A. EGAN, M.D., 
New Haven Railroad, Providence. 
Secretary 
James P. Derry, M.D., 
Division of Industrial Hygiene, 
State Department of Health, 
Providence. 
Treasurer 
Rosert T. Henry, M.D., 
Newman Crosby Company, 
Pawtucket. 
Board of Directors 
FRANK A. FERLIANO, M.D., 
Providence Tuberculosis League, 
Division of Industrial Tuberculosis, 
State of Rhode Island, Providence. 
REMINGTON P. CAPWELL, M.D., 
Whittet-Higgins Co., Providence 
Epwarp F. DouUGHTERTY, 
Liberty Tool and Gauge Co., 
Providence. 
JoserH C. JOHNSTON, M.D., 
Texas Company, Providence. 
CHARLES L. FARRELL, M.D., 
Collyer Insulated Wire Co., 
Pawtucket. 
Section of the New England Conference 
of Industrial Physicians and Surgeons. 








Association of Railway and Industrial 
Physicians and Surgtons of 
Kansas City 
Officers 
Cart M. Linpqutst, M.D., President 
VINCENT T. WILLIAMS, M.D., Vice-Pres. 
Horace F. FLANpeERS, Secretary-Treas. 


Directors 
Joun E. CastTies, M.D. 
F. L. F®meRaBenb, M.D. 
Vincent T. WiuiamMs, M.D. 
Delegate to A.A.I.P. & S. Convention: 
E. P. HELLER, D. 
Component Society of the American 
Association of Industrial Physicians and 
Surgeons. 
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Hospital in West Virginia with 
the rank of Major. Following four 
years in the service, he became 
Medical Director of a plant at 
Oak Ridge, Tennessee, where im- 
portant work was done on the a- 
tom bomb. He is a member of the 
American Medical Association, 
the Tennessee and Massachussets 
Medical Societies, and the AMERI- 
CAN ASSOCIATION OF INDUSTRIAL 
PHYSICIANS AND SURGEONS, and 
a Diplomate of the National 
Board of Medical Examiners. 


Dr. Andrew M. Harvey 


T WAS quite a ceremony at the 

Long Beach Masonic Club 
when they presented our good 
brother, DR. ANDREW HARVEY, with 
his 50-year pin, he having been 
a member of Pleiades Lodge for 
that length of time. The presen- 
tation was made by BRO. MELVIN 
R. BERBOWER, Inspector 98th Ma- 
sonic District, Grand Lodge of 
California. Pleiades extends 
its thanks to the club for per- 
forming this ceremony and it is 
our sincere hope that BRO. HARVEY 
will enjoy more such anniversa- 
ries. -——Pleodian, October, 1947. 


Authorities on Committee 


EN of the nation’s top-ranking 

authorities in the field of in- 
dustrial medicine have been 
named to the Medical Advisory 
Committee of the Institute of 
Industrial Medicine of the New 
York University-Bellevue Medical 
Center. They are: DR. JAMES M. 
CARLISLE, Medical Director; 
Merck & Company, Rahway, N. 
J.; DR. A. G. CRANCH, Director, 
Industrial Toxicological Depart- 
ment, Union Carbide & Carbon 
Corporation; DR. DAVID H. GOLD- 
STEIN, Medical Director, New 
York Times; DR. WILLARD MACHLE, 
New York industrial consultant; 
DR. M. N. NEWQUIST, Medical Dir- 
ector, The Texas Company; DR. 
ROBERT COLLIER PAGF, General 
Medical Director, Standard Oil 
Company (New Jersey) ; DR. KEN- 
NETH PEACOCK, Chairman, Com- 
mittee on Industrial Medicine, 
New York County Medical So- 
ciety; DR. LEO S. PRICE, Medical 
Director, Union Health Center; 
DR. J. J. WITTMER, Assistant Vice- 
President, Consolidated Edison 
Company, Inc.; and W. P. YANT, 
Vice-President in Charge of Re- 
search, Mine Safety Appliances 
Company, Pittsburgh. DR. HENRY 
F. MELENEY, Hermann M. Briggs 
Professor of Preventive Medicine, 
New York University College of 
Medicine, is also a member of 
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New York State Society of Industrial 
Medicine, Inc. 
Officers 
Russet C. KIMBALL, M.D., President 
--Consolidated Edison Co., 
4 Irving Place, New York. 
Pur L. Forster, M.D., Vice-President 
—8367 State St., Albany. 
InvING GRAY, M.D., Secretary 
—25 Plaza St., Brooklyn. 
Joun J. BLackrorpD, Executive Secretary 
and Treasurer. 
—40 East 5lst St., New York. 
Executive Council 
Ha.tcyon HA.step, M.D., 
Pelham Manor. 
Francis J. RYAN, M.D., 
Syracuse. 
CuHarRLes D. Squires, M.D., 
Binghampton. 
ANTHONY AVATA, M.D., New York, 
Hartford Accident and Indemnity Co. 
Harry V. SPAULDING, M.D., New York, 
General Accident Co. 
CHRISTOPHER STRAHLER, JR., M.D., 
Albany. 
Reeve M. Brown, M.D., 
Buffalo 
Joun J. Wittmer, M.D., New York, 
Consolidated Edison Co. 
Component Society of the American 
Association of Industrial Physicians and 
Surgeons. 








New Jersey Association of Industrial 
Physicians and Surgeons 
Officers 

A. F. MANGELSpDOoRFF, M.D., President. 
—Caleo Chemical Div., Bound Brook. 

A. Gipson, M.D., Vice-President. 

—Merck & Co., Inc., Rahway. 

E. V. Prosst, M.D., Secretary. 

—E. I. du Pont deNemours Co., 
Arlington. 

J. M. WetTHeRHOLD, M.D., Treasurer. 
-E. I. du Pont deNemours Co., 
Deepwater. 

Directors 
DoNALD O. HAMBLIN, M.D., 
American Cyanamid Co., 
89 Rockefeller Plaza, New York City. 
J. M. CARLISLE, M.D., 
Merck & Co., Inc., Rahway. 
E. E. Evans, M.D., 
E. I. du Pont deNemours, 
Dye Works Hospital, Deepwater. 

Wma. H. McCALuion, M.D., F.A.C.S., 
General Aniline Co., ae 

Component Society of American 

Association of Industrial a and 

Surgeons. 








Michigan Association of Industrial 
Physicians and Surgeons 
Officers 

J. D. Miter, M.D., President. 
604 Metz Building, Grand Rapids. 
Vv. S. Laurin, M.D., President-Elect. 
804 Hackley Union Bank Building, 
Muskegon. 
Don S. Kupner, M.D., Vice-President. 
435 Wildwood, Jackson. 
RAYMOND S. VAN HARN, M.D., Sec-Treas. 
2100 Burlingame Road, 
Grand Rapids. 
Board of Directors 
CLARENCE D. Se.sy, M.D., Detroit. 
Leon E. Sevey, M.D., Grand Rapids. 
A. L. Brooks, M.D., Detroit. 
Component Society of the American 
hesodation of Industrial Physicians and 
Surgeons. 
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With the availability of NARAKON* Nasal Solution 

in two forms—NARAKON Plain (without vasoconstrictor) 
and NARAKON with Desoxyephedrine 1% 

(as vasoconstrictor) . .. physicians can safely and 
effectively help virtually every type of rhinitis 

and sinusitis presenting for treatment. 

Where nasal decongestion is indicated in the uncomplicated 
case, NARAKON with Desoxyephedrine will be found 
quickly efficacious with minimal sympathomimetic effect. 

For hypertensives, cardiacs, diabetics and pregnant women 
with upper respiratory conditions, as well as many cases of rhinitis 
medicamentosa (in all of whom ephedrine and ephedrine-like 
drugs are usually contraindicated) welcome, reaction-free relief 
can be provided through the instillation of NARAKON Plain... 
by virtue of its desirable palliative, detergent, antiseptic action. 

For chronic sinusitis sufferers and allergy patients, too, 
NARAKON Plain can be utilized for potent, non-irritating, 
non-habituating rhinologic medication over extended periods. 


En acon Plain —Benzalkonium chloride (1:3500) and 
allantoin in an aromatized, isotonic solution buffered to a pH of 6; 


NARAKON with Desoxyephedrine —as the foregoing with 
di-Desoxyephedrine (1%) added. 


eal Plain or with di-Desoxyephedrine (1%) in — 
one fividounce bottles—with dropper assembly. 
W NWAKAKUN 


YBANK PHARMACEUTICALS, INC. Wy) 
ision of Chesebrough Mfg. Co. Cons'd = NAW 
ATE STREET, NEW YORK 4, NEW YORK a 


* Trade-Mark 


= ~ 
- , 
x 40578 > 
YS oS 
es a 
ae 
| < gn. ‘- 


ANTISEPTIC + DETERGENT © PALLIATIVE 
SLIGHTLY ACID + ISOTONIC AQUEOUS SOLUTION 


wer: 
mo, 
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Western Association of Industrial 
Physicians and Surgeons 
Officers 
President 
WittiaM P. SHEPARD, M.D., 

600 Stockton Street, 

San Francisco 20, California. 
Vice-President 
FENN E. Poo.e, M.D., 

702 West Broadway, 

Glendale 4, California. 

Secretary 
CHRISTOPHER Lecco, M.D., 

Plant Physician, 

California and Hawaiian Sugar 

Refining Co., Crockett, California. 

Directors 

J. M. McCuLitoven, M.D.,—1948 
Rodeo, California. 

Joun R. Erwin, M.D.,—1949 
Boeing Aircraft Corporation, 
Seattle, Washington. 

JEROME SHILLING, M.D.—1950 

740 Olive Street, 

Los Angeles 14, California. 
Ropney R. Bearp, M.D.—1951 

2330 Clay Street, 

San Francisco, California. 

Chairman, Board of Directors 
Joun B. BALL, M.D., 

414 Spurgeon Building, 

Santa Ana, California. 
Component Society of the American 
Aesoahetion of Industrial Physicians and 
Surgeons. 





Central States Society of Industrial 
Medicine and Surgery 
Officers 
1947-1948 

President 

Ropert M. GraHamM, M.D., 
Chicago, Illinois. 

President-Elect 


D. Orts Coney, M.D., 
Streator, Illinois. 


Vice-President 
Tuomas C. BROWNING, M.D., 
Chicago, Illinois, 


Secretary-Treasurer 
FRANK P. HAMMOND, M.D., 


Board of Governors 
1948—Frep M. MILueR, M.D., Chicago. 


Ursan E. Gesuarp, M.D., Mil- 
waukee, Wisc. 
J. DANIEL WILLEMS, M.D., Chicago. 
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the Committee, whose chairman 
is DR. ANTHONY J. LANZA, Direc- 
tor of the Institute. 


Time's Medical Program 

IME, INC.—Time, Life, For- 

tune and Architectural Forum 
—are now in the midst of a 
general expansion of their medi- 
cal facilities under DR. BRUCE 
WEBSTER, Medical. Director. The 
expansion is the result of long- 
range planning on the part of 
DR. WEBSTER in cooperation with 
Time’s top management, to whom 
he reports. Formerly the pro- 
gram was meager, with only two 
nurses in attendance at first-aid 
stations and rest rooms. DR. WEB- 
STER characterizes the new plan 
as “diagnostic” in function, with 
the department exercising advis- 
ory authority only, with no at- 
tempt at obligatory regulations 
for individual employees. Person- 
nel includes two nurses, a labora- 
tory technician and a part-time 
doctor at the Nine Rockefeller 
Plaza address and a nurse at the 
Empire State Building offices. 
The service is available to ap- 
proximately 1,800 employees. “We 
try to offer medical service rather 
than making it obligatory,” said 
DR. WEBSTER. “We characterize 
our pre-placement physical exam- 
inations as merely advisory, 
pointing out any defects and leav- 
ing decisions to the department 
heads.” He emphasized that the 
psychosomatic aspects of the pro- 
gram could be classed as much 
more important than in some 
other organizations because of 
the special qualifications required 
for journalistic endeavor. “This 
is generally true of so-called 
‘creative’ work,” he pointed out. 
Present physical facilities include 
a laboratory, x-ray equipment, 
an electrocardiograph, and a dis- 
pensary. Although little juris- 
diction can be maintained over 
foreign staffs, DR. WEBSTER said. 
individuals receiving foreign as- 
signments are given complete 
physical examinations before 
leaving, and again upon return. 
Cooperation was described as 
“excellent,” and inter-office edu- 
cation is carried on through 
“FYI,” Time, Inc.’s house organ. 

—Health on the Job, December, 1947. 


[meermas. Physicians Wanted: 
Wanted, industrial physicians 
for atomic project in the State of 


Washington. Addresss N. care 
Northwest Medicine, 225 Cobb 
Building, Seattle 1, Washington, 
—Northwest Medicine, November, 1947. 
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Intoducing aNEW ganglionic tlocking agent 
fr peupheral vascular disease 


_ ETAMON CHLORIDE 


ERECTING A BARRIER against vasoconstrictor impulses 
ETAMON CHLORIDE permits an increased blood supply to 
affected limbs. By temporarily blocking the transmission of efferent 
impulses through autonomic ganglia, the sympathetic stimuli causing 
vessel spasm are interrupted. Thus, reduced blood-flow due to ab- 
normal reduction in caliber of peripheral vessels is combated. 


y. SR 
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ETAMON CHLORIDE is indicated— 


IN THE TREATMENT OF: 
Thromboangiitis obliterans (Buerger’s disease ) 
Peripheral arteriosclerosis obliterans 
Thrombophlebitis—relief of associated vasospasm 
Causalgia or reflex sympathetic dystrophy 
Functional vascular disorders; Raynaud’s 
phenomenon, acrocyanosis, livedo reticularis. 
> 
MABRAS A DIAGNOSTIC AID: 
( \ Peripheral vascular disease—selection of cases for sympathectomy. 
N ‘WN 
\\“Administration: Intravenously or intramuscularly. The uses and 
dosage of ETAMON are dependent upon the physiologic rather than 
the chronologic age of the patient. Descriptive literature on request. 





Packaging: ETAMON CHLORIDE (tetraethylammonium chloride, 
P. D. & Co.) is supplied in 20-cc. multiple-dose STERI-VIALS® 
(rubber-diaphragm-capped vials), each cc. of solution containing 
0.1 Gm. of ETAMON CHLORIDE 
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LChROLOCIDE 


a new, powerful bactericide... 


Urolocide—a new non-toxic quaternary 
ammonium compound of unprecedented 
Available in pure crystal form in packages i - 
of 3.8 Gm. sufficient to make 1 gallon bactericidal efficiency —marks an important 
of 1:1000 solution or tincture; also: step forward towards the realization of 
Tincture .............. 1:500 the surgeon’s dream of optimum antisepsis . . . 
Timctere ooceereeeen Ask i gal — / Urolocide is an all-purpose disinfectant containing 
Aqueous Solution..1:1000 }" **" 
no phenolic, mercuric or other corrosive 
ingredient, yet it is rapidly bactericidal and 
fungicidal—in highest dilutions— against a wide 
range of commonly occurring pathogens (both 
gram-positive and gram-negative). Urolocide 
possesses extraordinary detergent and penetrating 
properties and is non-irritating to human tissues. 
It is odorless, colorless, non-staining and 


water-soluble . .. Urolocide’s range of usefulness 


proctology is almost universal. Also, for the cold 


disinfection of instruments and for general 
hospital use, Urolocide is an equally efficient 


J Vf 
NN in major and minor surgery, obstetrics, gynecology, 
% genito-urinary infections, dermatology and 


disinfectant ... A complete descriptive brochure on 
the chemistry, pharmacology and clinical 

uses and applications of Urolocide 

will be sent on request. 


SSSA, AMERICAN CYSTOSCOPE MAKERS, INC. 
Yo’ 1241 Lafayette Avenue, New York 58, N.Y. 
J v) 
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INDICATIONS: 
Infected surface wounds, or for the 


revention of such infection 
ections of second and third de- 
gree burns 
Carbuncles and abscesses after sur- 
ical intervention 
Infected varicose ulcers 
Infected superficial ulcers of dia- 
betics 
Impetigo of infants and adults 
Treatment of skin-graft sites 
Osteomyelitis associated with com- 
pound fractures 
Secondary infections of dermato- 


phytoses. 
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Another of 


its several advantages 


THE WIDE ANTIBACTERIAL SPECTRUM of Furacin 
Soluble Dressing in vitro includes the majority of bacteria found 
in surface infections, including both gram-negative and gram- 
positive organisms*. Clinical effectiveness against these organ- 
isms does not necessarily correspond to results in vitro. 


CKO Suc 


NORWItHCH, NEW YORK 


*Dodd, M. C. & Stillman, W. B.: J. Pharmacol. & Exper. Therap. 8#:11, 1944. 
*Unpublished work from the Research Department of Eaton Laboratories. 
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The “American” 


Clinic Model Combination Sterilizer 
(MODEL 1624-CA) 


assembles in one compact and efficient unit, all of the necessary sterilizing com- 
ponents essential to hospital-safe surgery in the clinic or surgeon’s private office. 


sary 
ieee ; 





PRESSURE STEAM 
STERILIZER 


typical hospital type, of ade- 
quate capacity to accommo- 
date utensils, dressings, sur- 
gical packs, large instru- 
ments, surgical solution con- 
tainers. 
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SMALL INSTRUMENT 


vEREICER nest cal SJ WATER STERILIZING 
featuring “burn-out-proof’ << i GENERATOR 


safety ... equipped with ex- ' oh || ae AND 2-QUART STILL 
tension foot pedal for ele- [95 tt 


vating cover and tray. capable of cupplying lim- 


ited requirements of refined 
water for routine surgical 
uses. Note accessible draw- 
off faucet and convenient 
container support. 





ALTERNATE ASSEMBLY AVAILABLE 

To meet available space requirements, electrically oper- 
ated Model 1624-CA is offered with either right-hand or 
left-hand mounting of small instrument sterilizer and still. 
In mounting, the automatic steam lock door of the pressure ORDER TODAY 

sterilizer is also hinged so that access to the secondary units or write for information 
is never obstructed when door is opened. 





AMERICAN STERILIZER COMPANY 


Erie, Pennsylvania 


DESIGNERS AND MANUFACTURERS OF SURGICAL STERILIZERS, TABLES AND ones 
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FLASH-O-LENS 


THE ILLUMINATED MAGNIFIER 





A useful aid in removing splinters 


and metal fragments 


Flash-O-Lens, with its 5 or 7 power illumi- 
nated magnification, makes it easier to 
lecate and remove foreign particles not 
readily visible to the naked eye. Also use- 
ful for eye, skin and scalp examinations. 


Flash-O-Lens is of inestimable valve to 


every medical department . . . every first 
aid station. 


SPOTLIGHTS AS IT MAGNIFIES! 





... HAYDEN'S 
VIBURNUM COMPOUND 


Priced trom $9.35 An ever increasing number of physicians are 
prescribing HVC for women patients whose 
E. Ww. PIKE & co. duties require uninterrupted attendance to 
ELIZABETH 3 ... NEW JERSEY their daily tasks. HVC is antispasmodic and 
sedative in action. Relieves smooth muscle 
spasms. Also widely used for intestinal 
cramps and as a general antispasmodic. Non 
toxic. Extensively prescribed in dysmenorthes. 


BE eres oe 


? S Soe ah, ~~ 4 oe eae 





¥ 


Send coupon for illustrated cataleg. 








As a nerve sedative during the day 

prescribe one Bromural tablet every 

three to five hours. For a prompt hypnotic action give 

2 to 4 tablets at bedtime, or upon awakening during the 

night. Bromural is neither a barbiturate nor a bromide. 
BROMURAL (aiphatromisovaleryicarbamide) Council Accepted 


Available as 5 grain tablets and as a powder... 





BILHUBER-KNOLL CORP. orance, new sersey 
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VISUAL 
: FIRST STEP TO SAFETY 
EFFICIENCY 


SEND FOR 


tele). ¢4 3 aie) Ma 7 \ a s 


YOU CAN’T AFFORD 


TO MISS 
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The Bausch & Lomb Industrial Vision 
Service offers a proved fact-finding 


method for accident reduction 


through scientific visual classification 


HAT are the characteristics which 

distinguish accident-prone workers 
from those with perfect safety records? In- 
dustrial psychologists have set up correla- 
tions on the basis of many physical and 
mental capacities. One of the most depend- 
able and easy-to-prove is visual performance. 


The Bausch & Lomb Industrial Vision 
Service is the result of more than eight years 
of scientific research in industry, under the 
auspices of the Industrial Vision Institute of 
Purdue University. It is an easily-adminis- 
tered system which can be installed in your 
plant. By scientific methods, the visual skills 


of employees are measured. From factual 
data secured, visual standards are determined 
for each job. Against these standards are 
compared the visual skills of present and 
prospective employees. Those failing to meet 
the standards are recommended for pro- 
fessional eye care. 


The results, proved in dozens of plants in 
many industries, are lowered accident rec- 
ords, increased production per worker, im- 
proved quality, lower training costs and less 
labor turnover. Wouldn't you like to be able 
to recommend a program with these advan- 
tages for your plant? 


BAUSCH 6 LOMB 








OPTICAL COMPANY W ROCHESTER 2, N.Y. 


Industrial Vision Department 
Bausch & Lomb Optical Co. 


602-M St. Paul St., Rochester 2, N. Y. 
Please send me a copy of “Vision in Industry” and de- 


STREET...... 


tails of the Bausch 
as 
cj | en ‘ 
COMPANY 


Lomb Industrial Vision Service. 
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THE THERAPEUTIC ROLE 
OF VITAMINS... 


. is more fundamental than merely to prevent or cure 
the well-known syndromes of specific deficiency diseases. 
Restoring carbohydrate and amino acid metabolism 
to normal is also attributable to the role of vitamins. 


Recovery from shock, acute infections, and surgery 

is accelerated by the administration of two Gelseals 
‘Theracebrin’ (Pan-Vitamins, Therapeutic, Lilly) 

per day for a week or ten days. Thereafter, one Gelseal 
‘Theracebrin’ daily is sufficient to maintain tissue levels 


of the essential vitamins. 


Gelseals ‘Theracebrin’ are available in bottles 
of 30, 100, and 500. 


ELI LILLY AND COMPANY 


INDIANAPOLIS 6, INDIANA, U.S.A. 
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Silicosis Study and Management in the Calumet Industrial Area 


C. W. RAUSCHENBACH, M.D., D. R. JOHNS, M.D., J. F. LARRABEE, M.D., 
L. M. HAMMAR, M.D., and B. F. PORACKY, M.D., 


Hammond, Indiana 


ILICOSIS is a reaction of the lung tissues to deposits 
S of silica (SiO:), characterized anatomically by gen- 
eralized fibrotic changes and the development of a 
miliary nodulation in both lungs and clinically by 
shortness of breath, decreased chest expansion, lessened 
capacity for work, absence of fever, increased suscep- 
tibility to tuberculosis, and by characteristic x-ray find- 
ings in the lungs. 


History 
ILICOSIS as a disease is one of antiquity and wide- 
spread distribution. It has been recognized for 
centuries as an illness which results from exposure to 
intemperate amounts of dust. To present a historical 
account of silicosis is beyond the scope of this paper, 
so only the more interesting references will be selected. 

Pliny! (23-79A.D.) described the dangers of dust 
exposure and the manner in which workers covered 
their faces with non-insufflated bladders to prevent 
them from inhaling dust. Celsus? described dust phthisis 
in the first century: “By far the most terrible form of 
emaciation is that which the Greeks call phthisis. It 
spreads to the lungs. On top of this ulceration occurs, 
and a slow fever which at times disappears and at 
times reappears.” 

It was not until the fifteenth century that a section of 
a stonecutter’s lung was made and the data recorded. 
Diemerbrock* found that upon sectioning a lung the 
knife felt as though it were cutting through some sandy 
body. In the sixteenth century, Ramazzini! investigated 
the possible relationship between consumption and 
dust inhalation. Zenker* in 1867 coined the word 
“pneumokoniosis” for those conditions resulting from 
the inhalation of various dusts. 

Following these earlier investigators, numerous in- 
dividuals contributed to the present-day knowledge of 
silicosis. Many countries have recognized the serious- 
ness of this affliction and have developed important 
data upon investigation of the problem. South Africa, 
the United States, England, Germany, Italy and Can- 
ada have made the greatest number of studies. 

In the United States, Dr. Frederick Peterson’ in 
1887 reported the autopsy findings from the lungs of 
a foundry worker, and called attention to this malady 
in fellow workers. Many other reports were made fol- 
lowing this presentation, but it was not until 1915 that 
the U. S. Bureau of Mines and the U. S. Public 
Health Service, jointly, initiated studies of silicosis 
and similar disorders.® 

Further investigations were carried out in 1924, 
when the U. S. Bureau of Mines founded a clinic in the 
Tri-State lead and zinc mining district (Missouri, 
Kansas, and Oklahoma).? A total of 27,553 miners 
were examined and it was found that 5,663 had sili- 
cosis, 472 had a combination of silicosis and tuber- 
culosis, and 320 had tuberculosis alone. 


resented at the 58th Annual Meeting of the AMERICAN ASSOCIATION 
or Ratmway Surceons, Chicago, November 23, 1947. 


A study by Smith and Fehnel® of 208 drillers, ex- 
cavators, and blasters employed in New York City, 
showed an incidence of 57% silicosis. 

Somewhat later, in 1933, the U. S. Public Health 
Service undertook a study of anthracite workers to 
determine the cause of miner’s asthma. These results 
were published in 1933, in Bulletin 221 of the Public 
Health Service.® Conclusions from the survey showed 
that pulmonary fibrosis was due to silica and not to 
coal dust. However, coal might alter the clinical and 
pathological picture. 

Other investigations were carried out in the found- 
ries and in the granite, sandstone, pottery, marble, 
and cement industries, and many others associated 
with excessive exposure to dusts. These studies all 
confirmed the principle that the extent of pulmonary 
fibrosis was dependent upon the amount of “free” 
silica inhaled. 

Laboratory and investigative works by Leroy U. 
Gardner at the Saranac Lake Laboratory have con- 
tributed immensely to the knowledge of silicosis in the 
experimental animal. 

Roentgenological diagnosis of silicosis was early ap- 
preciated and in 1926, Pendergrass and Pancoast!® 
published their book titled “Pneumoconiosis.” Reports 
by these authors, together with Sampson, Hodes, and 
others, have further clarified the roentgen interpre- 
tation of silicotic diagnosis.'!.!2. 15.2 

On April 15, 1936, the U. S. Department of Labor, 
Division of Labor Standards, appointed four commit- 
tees to investigate and report concerning silicosis, in 
connection with the work of the National Silicosis Con- 
ference. On February 15, 1937, Bulletin No. 13 of the 
Division of Labor Standards, was published summar- 
izing the reports of these four committees. On Janu- 
ary 31, 1938, the complete reports of these committees 
were published, as Parts 1, 2, 3 and 4 of Bulletin No. 21 
of the U. S. Department of Labor, Division of Labor 
Standards. The excellent and comprehensive reports of 
these committees are in our opinion the best set of 
standards for the classification, medical control, engi- 
neering control, and economic and administrative 
phases of this problem.'*-15.16, 17.18 

Also in 1936, the Medical Research Council of the 
British government began an investigation of chronic 
pulmona~y disease in South Wales coal miners. Their 
Special Reports—Series No. 243 in 1942, Series No. 244 
in 1943, and Series No. 250 in 1945—contain much of 
value, but essentially the findings corroborate those of 
our own National Silicosis Conference.’®. 2°, 21 

Our first work with silicosis in the Calumet area 
began in 1920. However, though we knew the hazard 
existed in our industries, it was in a hush-hush stage, 
and the less said about it seemed to be of paramount 
importance to the industrial managements. Our first 
organized plant survey was made in 1934. At present, 
management has been educated to the need of medical 
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supervision and engineering control of the hazard. 

The Indiana Workmen’s Occupational Diseases Act 
of March 6, 1937, established legal liability of the em- 
ployer and compensation for those employees who be- 
come disabled from silicosis. It specifically classified 
silicosis as an industrial disease. 


Panthology 

[* ORDER better to present the pathogenesis and path- 
ology of silicosis, the anatomy of the respiratory 

tract and its protective mechanisms will be briefly re- 

viewed. 

Before reaching the alveoli the inhaled air must 
pass through a labyrinthine protective gauntlet.*” First 
encountered is the nasal vestibule lined by hairs called 
vibrissae. The next, and probably the most effective 
mechanism for removal of particulate matter from the 
inspired air, is the arrangement of the nasal turbinates. 
By greatly narrowing the airways with creation of 
eddies in the air currents, large amounts of dust are 
removed and deposited on the mucous membranes of the 
nasal passages. All respiratory mucous membranes are 
equipped with a ciliated mucosa and are bathed con- 
stantly by mucous secretion. The cilia tend to waft out- 
ward any foreign material which may come to rest 
upon the lining of the respiratory tract. It is self 
evident that anatomic derangement and diseases which 
impair the ciliary action will have an adverse effect 
upon the ability of these mechanisms to protect the 
fundamental pulmonary unit—the alveolus. 

The pulmonary bronchi divide into respiratory bron- 
chioles,*” which lead to alveolar ducts. Each alveolar 
duct gives off two to five atria, and from the atria arise 
the air sacs which open into the smallest air-containing 
divisions of the lung, the alveoli. The primary lobule 
consists of an alveolar duct, the air spaces connected to 
it, and all their associated nerves, vessels, and lym- 
phatics. It ranges from 0.45 millimeters to 0.845 miili- 
meters in diameter. The secondary lobule is composed 
of from 50 to 250 primary lobules. The pulmonary 
arteries follow and divide with the bronchioles, into 
small tributaries which supply the alveoli through the 
center of the lobule. The pulmonary veins arise from 
the periphery of the lobule. 

The lymphatics are arranged in two general groups, 
(1) the deep lymphatics, which follow the bronchial tree 
and its vessels toward the hilum, and (2) the super- 
ficial lymph vessels in the pleura, which drain also to 
the hilar nodes. Lymphoid tissue may be found in the 
wall of the primary lobule at points of junction of 
lymphatic trunks and divisions of vessels. A sheath- 
like dispersion of lymphoid tissue is found along the 
pulmonary arteries and the air channels. Lymphoid de- 
posits become increasingly evident with advancing age 
and produce the increased linear markings seen in old 
chests. 

The following factors are of importance in the pro- 
duction of silicosis: 

1. The size of the dust particle. Only particles less 
than 10 microns in diameter can gain entrance to the 
alveoli and are of importance in the production of sili- 
cosis. It is probable that particles less than three mi- 
crons are the real offenders. The median size of the 
particles inhaled is .91 micron, or about the size of 
a pathogenic micro-organism. 

2. The concentration in air inhaled by the worker. 
The Public Health Service?’ has found no evidence of 
significant pulmonary fibrosis in any trade in which 
the concentration of dust particles (less than 10. mi- 
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crons) was less than 5,000,000 per cubic foot of air. 

3. The silica content of the dust. Quartz, being pure 
silica, produces the most serious hazard. Silica sands 
used in foundries, ganister used in making fire brick, 
and granite, which contains between 50 and 60% free 
silica, are prolific sources of silica dust when exposed 
to blasting, grinding and heating operations. Freshly 
formed dusts seem more hazardous than those which 
have been exposed to air for some time and become hy- 


_ drated. The kind of rock must be known to assess the 


silica content of the dust it produces. 

4. The length of exposure. It is now generally ac- 
cepted that silicosis can develop in as short a time as 
two years, under conditions where there is exposure 
to high concentrations of dust containing a high per- 
centage of free silica. Acute forms of silicosis have 
been reported?" in which clinical evidence of the dis- 
ease has developed after six weeks’ exposure. The rate 
of development is, of course, directly correlated with 
the amount of dust particles (below 10 microns) in- 
haled. Gardner?, states that most cases require from 
three to six and more years to develop. 

Upon gaining entrance to the alveolus the silica 
particle is engulfed by an alveolar phagocyte,** a cell 
originating in the walls of the air spaces, which may 
become detached and capable of ameboid movement. 
These cells appear in the alveoli in numbers corre- 
sponding to the quantities of foreign bodies inhaled. 
Each phagocyte may ingest many silica particles. In 
time the macrophage passes into one of the lymph 
vessels to the proximal lymphoid aggregate. The silica 
particles may come to rest in this proximal collection 
of lymphoid tissue, or may be carried to more centrally 
located groups as far distant as the nodes about the 
tracheal bifurcation. Upon ingestion a partial solution 
of the silica particle probably occurs, with formation 
of silicic acid. This acts as an irritant to the cell and 
eventually produces death of the phagocyte. Gardner 
describes degenerative changes which occur in the 
macrophages of experimental animals, closely simu- 
lating those in the epithlelioid cells of tuberculosis. The 
phagocyte finally breaks down and the liberation of 
its toxic content stimulates production of collagenous 
fibers in the immediate vicinity. Connective tissue pro- 
liferation goes on to form a basket-like structure and 
eventually a nodule. Not only silica particles but also 
pigmented particles, ferrous or carbonaceous, are car- 
ried by the phagocytes and deposited in the lymphoid 
aggregates. These give the silicotic nodule its char- 
acteristic coloration, usually gray or black but occa- 
sionally a brownish hue. On further development the 
central portion of the nodule becomes a dense core of 
fibrous tissue and is hyalinized. Additional growth 
takes place at the periphery of the nodule as new dust- 
laden cells arrive. The location of these nodules in the 
vicinity of the lymphatic trunks impedes the flow of 
lymph. The formation of fibrous and hyaline nodules 
in the tracheo-bronchial nodes and the intrapulmonary 
lymphoid tissues constitutes the primary stage of 
silicosis. 

Further progression of the disease is evident when 
the aerated lung tissue between the primary nodules 
collapses and allows them to coalesce and form the con- 
glomerate nodules of second stage silicosis. 

Most cases of silicosis, however, require years of 
development. According to Gardner, “Under conditions 
that liberate excessive quantities of exceedingly fine 
pure silica, the ordinary protective mechanisms fail to 
cope with the situation and an unusual kind of reaction 
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develops. The initial phase of lymphatic involvement 
is lacking. The overwhelming deposits of silica seem 
to stimulate connective tissues in every part of the 
lung at the same time, and as a consequence the alve- 
olar walls become thickened and nodules of micro- 
scopic proportions develop throughout the pulmonary 
framework. The air spaces are filled with actively pro- 
liferating phagocytes.” This picture has been de- 
scribed as a dust pneumonia. 

The following are the common and important com- 
plications and sequelae of silicosis: ‘ 

1. Emphysema is almost a constant feature of sili- 
cosis. Emphysematous bullae are frequently seen in the 
apices and bases, and often adjoining the fibrous col- 
lections in the perivascular deposits. 

2. Cardiac involvement. The load on the right heart 
is greatly increased and the silicotic patient often dies 
with all the symptoms of cardiac failure. At autopsy, 
however, there are no characteristic findings save a 
flabby myocardium. 

3. Septic bronchitis and pneumonia are frequently 
associated with silicosis. 

4. Tuberculosis. This may be present in any of its 
forms, pneumonia, miliary septic foci, abscesses, case- 
ating nodules or healed fibrdsed and calcific areas. The 
term tuberculosilicosis denotes a form of silicosis ac- 
companied by tuberculosis, in which one disease is 
modified by association with the other. The usual re- 
sult of this combination is a chronic fibroid type of 
tuberculosis with excessive fibrosis. Differentiation be- 
tween silicotic and tuberculous nodulation is not easy. 
Haythorn °° lists features which may help to distin- 
guish the character of the lesion. 

Discrete silicotic nodules are usually globular in 
shape, encapsulated, and made up of collagenous 
lamellae, which accounts for the “yarn ball” appear- 
ance. 

Conglomerate tubercles are irregular in shape and 
have caseous centers while they are active. Later they 
may heal with concentric collagenous lamellae closely 
resembling those of silicosis. 

Both structures are pigmented. In the silicotic 
nodule, free pigment is found between the collagen 
strands. Phagoctyed pigment occurs in the periphery 
and the phagocytes extend radially into the neighbor- 
ing recticulum. In the tubercles, pigment may be found 
free in the caseous areas, but usually will be seen in 
the peripheral epithelioid cells. 

Calcification is more common in tubercles and com- 
bined lesions than in silicotic nodules. 

Giant cells may be present in either lesion. In sili- 
cosis they are of the foreign-body type and precede 
necrosis. In tuberculosis they are usually of the 
Langhans type. 

The demonstration of tubercle bacilli proves the 
presence of tuberculosis, but does not disprove com- 
bined lesions. 

Blood vessels in the nodule, even though they are 
thrombosed or canalized, are strong evidence of sili- 
cosis, since tuberculosis is an avascular structure from 
the beginning. 

Incineration is helpful. It removes crystalline ma- 
terials other than silica and silicates and shows the dis- 
tribution of the particles. It is not always conclusive 
in determining whether the quantity present is suffi- 
cient to have produced silicosis. 

In short there is no single differential point that can 
be relied upon, and a careful analysis of each case on 
i's own evidence must be made. 
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Roentgen Manifestations of Silicosis 
‘[T roentgen diagnosis of silicosis is closely cor- 
related with the pathological changes so that each 
stage can be predicted roentgenographically if the 
pathological findings are known. Therefore, it fol- 
lows that the amount of pathological damage by silica 
can be estimated by its appearance on the x-ray films to 
a certain degree. 

Pendergrass! states that some of the more important 
requirements for adequate study of a patient are: 

1. A knowledge of the anatomy of the chest plus an 
understanding of the physiology, histology and lym- 
phatic drainage. 

2. A familiarity with the roentgenographic picture 
of the normal chest with its normal variants. 

3. A clear perception of the pathology of silicosis 
and allied diseases. 

4. Knowledge of the occupational history of the pa- 
tient and the physical findings associated with his 
disease. 

5. Information concerning the industrial process that 
is responsible for the production of the dust. Dust 
counts and chemical analysis of the dust are important. 

6. A comprehensive roentgen examination. 

Silicosis** begins like the reaction to any other dust 
but the properties of free silica are responsible for 
modifications of the standard pattern. As noted above, 
phagocytes concentrate silica in and about the lym- 
phatic system of the lungs. Connective tissue cells are 
stimulated and proliferation results. The ultimate re- 
sult is a nodule whose connective tissue fibers are modi- 
fied by the effect of silica. Grossly, those lesions are 
invisible or recognizable only with a magnifying glass. 
Usually there are enough colored dusts inhaled with 
the silica to produce linear and focal areas noted in 
any dust reaction. A film of the lungs at this time will 
reveal the linear perivascular shadows, but not the 
nodular shadows that are too small to be seen. Fibrous 
hyperplasia” is also beginning in the tracheo-bronchial 
lymph nodes so that some prominence of the hilar 
shadows may be noted. The important characteristic of 
the x-ray film, however, is that it is still linear. Re- 
spiratory function? is usually normal. 

As exposure to silica continues, the typica! nodular 
stage of silicosis is reached. Most authorities'.2*.24 
agree that 6 mm. is the maximum diameter of nodula- 
tion at this stage. The average nodule is 3-4 mm. in 
diameter and is usually rather uniform in size?* in any 
given patient. The nodules are usually sharply defined 
but may be so ill defined! that difficulty is encountered 
in differentiating the lesion from the “mottling” of 
tuberculosis or from metastatic malignancy. 

The roentgen findings! in this stage may be sum- 
marized as follows': The presence of multiple nodules, 
more or less uniform in size and density, which do not 
disappear in a roentgenogram made with slight rota- 
tion. Shadows that disappear with slight rotation are 
likely to be vascular. The nodules are distributed along 
the vascular channels and bronchial tree of both lungs, 
although at times they may be limited largely to one 
lobe. Some cases may be relatively clear because of 
emphysematous changes. Also included under the 
classification of simple silicosis is the small conglom- 
erate lesion. Such lesions may result from a coales- 
cence of discrete nodules or may occur primarily. If 
the latter is the case, a good explanation is the fact that 
the conglomeration may have occurred in a previously 
damaged lung as a result of a localized inflammatory 
reaction. The trachea, heart and aorta appear normal. 
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The diaphragm is not involved unless coexistent em- 
physema is present, at which time depression of the 
diaphragm and limited excursion are noted. The hilar 
shadows may appear normal or may be slightly promi- 
nent, and there is a variation in the linear markings 
which may be difficult to evaluate, although they are 
usually increased. 

The next phase is the large conglomerate. In this 
phase** definite coalescence of nodules is noted. Most 
observers in this country and in South America believe 
that this massive conglomerate fibrosis is the result of 
an associated secondary infection. A single definite 
etiological factor cannot be determined but 60% of 
cases show tuberculosis microscopically. Most of the 
disability?’ of silicotic patients is found in this phase. 
The confluence of the nodules progresses to such a 
point that the upper lobes are replaced by dense 
fibrous tissue, giving a characteristic x-ray picture. 
In these cases, the basilar portions of both lungs show 
marked emphysematous changes, with bleb formation 
the rule. If the area of involvement extends to the 
lung surface, a pleural reaction is noted. There is 
usually a background of discrete nodulation although 
this diagnostic feature may be lacking. The distribu- 
tion and extent of the conglomerate lesion may be 
variable. As noted above, they usually occur in the 
upper lobes, but are also seen to radiate from the 
hilus, form wedges with their bases on the pleura, 
appear as denser masses deep within the lung, or 
involve a whole lobe and extend across an interlobar 
fissure. These massive lesions! do not tend to displace 
the mediastinal structures. When displacement occurs, 
it is usually due to an associated tuberculous or Fried- 
lander’s infection. 

The terms tuberculosilicosis and silicotuberculosis 
have different meanings. The term tuberculosilicosis 
concerns those cases of tuberculosis complicating sili- 
cosis in which there is some displacement of the medi- 
astinal structures, whereas the mediastinal structures 
are not displaced in silicotuberculosis. 

Occasionally a massive lesion is seen which patho- 
logically is a necrotic anemic infarct with no evidence 
of infection. The true nature of the lesion cannot be 
determined roentgenographically. 

Cardiac complications in silicotics are not uncom- 
mon, but the true relationship of cardiac disease and 
silicosis is not definitely established. Cor pulmonale is 
sometimes observed. The heart may be displaced to 
either side or backward.as a result of scar contraction 
from a tuberculosiiicosis. 

The domes of the diaphragm may be depressed if 
emphysema is present and individualization! of the 
costal components of the domes of the diaphragm noted. 
Excursion may be limited due to inelasticity of lung 
tissue and associated emphysema. 

The hilar shadows are variable. They may be en- 
larged or may be obscured by a larger lung lesion. The 
hilum may be displaced by a contracting scar. 

The bronchovascular markings are prominent, but 
this finding is usually obscured by parenchymal lesions. 

Pleural thickening may occur in interlobar fissures, 
along the visceral pleura or adhesions may obliterate 
the costophrenic sulci. 

Thus, in this stage are noted! cavities as a result of 
tuberculosis or necrosis of anemic infarcts, massive 
lesions, nodulation, emphysema and bleb formation, 
pleural thickening and fluid, and deformities of the 
diaphragm. 

Pre-employment Screening. Every new employee 
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receives a complete physical examination and a two- 
meter 14 x 17 x-ray of the chest. We classify those 
who are acceptable for employment into four groups; 

Normal lung; 

Average normal lung; 

Average normal lung plus; 

Average normal lung plus two. 

Normal Lung: This group comprises those indi- 
viduals whose lungs are perfectly clear and show norma] 
radiance and aeration and whose hilar regions show 


‘no evidence of root gland enlargement. These usually 


are in the younger age group of applicants and those 
under 30. 

Average Normal Lung: This group comprises those 
applicants whose chest films show the lung parenchyma 
to be clear with perhaps some thickening of the hilar 
markings, and usually this group is composed of those 
25 and 35 years of age who have lived in an industrial 
community and have worked in industry. a 

Average Normal Lung Plus: This is the group usu- 
ally between the ages of 35 and 50 years who 
have worked in an industrial area. This group shows 
some increased fibroid type of peribronchial markings 
and with evidences of enlarged hilar lymph glands. 

Average Normal Lung Plus Two Group: This com- 
prises those usually over 50 years of age who have 
some evidences of pulmonary fibrosis, with definite en- 
largement of the hilar lymph glands. We consider 
all of these four groups as acceptable for employment. 
In all of these groups, we, of course, may see the Ghon 
types of pulmonary calcifications and perhaps calcified 
hilar lymph glands and unless they are excessive we 
do not consider these findings to be an added hazard. 
Cases of apical fibro-calcific lesions, or massive scarring 
or adhesions which would prevent proper pulmonary 
aeration, are considered an added hazard to employ- 
ment in a silica exposure and, therefore, are not con- 
sidered acceptable for employment. 

Employee Supervision: Every employee receives a 
yearly 14 x 17 x-ray film of the chest in addition to his 
physical examination. Our experience has shown that 
the earliest detectable change in employees in our 
silica hazards has occurred after a period of six years’ 
employment. The average time of employment before 
definite evidences of a reaction of the lung tissues to 
deposits of silica is about 15 years. The earliest change 
noted is an enlargement and thickening of hilar lymph, 
glands in and about the lung roots. We sometimes see 
a parahilar haze of a smoky shadow density in the 
parahilar midlung zones which disappears and is not 
permanent, but may last for weeks. We have thought 
that this may be an allergic edematous reaction from 
silica. We classify these early prenodular findings in a 
group which we call Potential Primary Silicosis. All of 
these previously described findings can be, and are, 
produced by etiological factors other than silicon 
dioxide, and, therefore, these findings must not be con- 
sidered pathognomonic of silicosis. However, from our 
observation of serial films taken at intervals of em- 
ployees in a silica hazard, we have come to the con- 
clusion that they are the reactions of the lung tissues 
to deposits of silica. These cases are entirely asympto- 
matic, and are noted in those who appear perfectly 
healthy in every way. They are merely the changes 
noted to be occurring from comparison of the serial 
roentgenograms of healthy working employees. Should 
these findings be noted to be progressive and to have 
occurred in employees under 45 years of age, we advise 
that the employees be taken out of a silica exposure. 
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If over 45 years of age, we permit them to continue in 
their employment, provided there is no complicating 
pulmonary infection, since these changes occur so slowly 
and insidiously that we believe they will not become 
incapacitating during the remaining years of their 
lives. We consider that a definite diagnosis of silicosis 
should not be made until there is definite evidence of 
hyaline nodule formation in the parenchyma of the 
lungs, noted in roentgenograms of the thorax. Should 
nodulation occur in an employee over 50 years of age, 
we believe, in the absence of complicating infections 
of the lungs, that he should be permitted to continue 
in his employment, with more frequent check physical 
examinations. 

We have a goodly number of cases of second stage 
uncomplicated silicosis who are working and happy in 
their employment. I recall one in particular, who had 
rather advanced silicotic pulmonary changes, and who 
had been a sandblaster for many years and took pride 
in his work. He was taken out of the hazard and given 
a job as gardener, puttering about the lawns of the 
plant—really a retirement position. After about two 
weeks at this, he came to the superintendent and asked 
for his old job, as he did not like gardening. So we 
put him back on the previous job and he worked happily 
and efficiently for many years thereafter. 

One wonders why certain employees show silica re- 
actions early and other employees who are working by 
their side, fail to develop reactions at all or at a later 
date. We believe that there may be many factors to 
account for this disparity, among which are cleanliness 
of the individual, and complicating nasal and pulmo- 
nary infections. When these men leave the plant, a com- 
plete change of clothing should occur and a shower 
should be taken. Otherwise, they will receive some 
exposure by inhalations of the very fine dusts adhering 
to their clothing and skin. The wearing of fresh work 
clothes, we also believe, is an advisable and helpful 
procedure. Patients with a catarrhal or a bronchitis 
type of history have been found to secure reactions 
earlier than average, possibly because of impairment 
of normal ciliary action protection, and probably also 
because of a greater respiratory action on exertion with 
a greater volume of tidal air than the average worker. 

We are sure that there is no such thing as a natural 
immunity to silicon dioxide. 

Tuberculous Complications: With the first appear- 
ance of a complicating tuberculous focus, the patient 
should immediately and permanently be removed from 
a silica hazard. Contrary to the usual teaching that 
tuberculosis is a fatal complicating factor, our experi- 
ence has shown that tuberculosis complicating silicosis 
pursues an entirely different course and pattern from 
that which i§ seen in the non-silicotic. We have ob- 
served that tuberculosis is an extremely insidiously 
progressing lesion in the silicotic. It is first noted as a 
rule in the upper lobes as an area of increased smooth 
shadow density which spreads so slowly as to seem to 
remain dormant for long periods of time. It appears to 
us that the tuberculous focus is held to the immediate 
area and confined so for many years. We believe that 
this is because of the blocked lymphatics which prevent 
a lymphatic spread of the disease. We have seen some 
of these early cases entirely clear up. The lesions such 
as just described may be present for as long as 10 years. 
The serial films will show some insidious slight spread 
during this period of time, but the patient is afebrile 
and there are no T.B. in the sputum in these cases. 
It is not an open lesion. These cases, however, do lose 
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weight, but they have managed to continue in their 
employment and perform a good days’ work. We have 
followed these types of cases for years in the early 
days, and then we did not think they were evidences 
of a tuberculosis, but merely another manifestation of 
a silica pulmonary reaction. 

Eventually, these cases will break down and cavitate 
and, with the advent of ulceration, they have a positive 
sputum and then a fairly rapid spread to all parts of the 
lungs, with bronchial as well as parenchymatous ulcera- 
tion. With the advent of the ulcerative, cavity stage, 
the case is hopeless and goes to a fairly rapid fatal 
termination. 


Aluminum Therapy 

BELIEVE it was in 1934 and 1935 that Gardner and 

his associates were able to demonstrate very con- 
clusively that silicosis was caused primarily by the 
irritation of the lung tissues by silicic acid, the silicic 
acid being produced by the dissolving of the inhaled 
silica in the lung moisture. Somewhere about this 
time Jones, of South Wales, put forth the query as to 
whether in certain coal mines there was not some in- 
hibiting substance present in some mine dusts to pre- 
vent silicosis. King, in the classic report of the “Com- 
mission to Study Pulmonary Conditions in South 
Wales” raises the same question. 

In Canada, in 1936, Denny, Robson and Irwin began 
their research work on the possibility of finding some 
method or chemical that might inhibit silicosis. Well 
aware that engineering skill and good housekeeping 
were doing a wonderful job they hoped to implement 
these aids with some help in chemotherapy. They were 
able to demonstrate very conclusively in the test tube 
that 1% of aluminum rendered the silica insoluble. 
Starting from here, they began their experimenta- 
tion on animals. Rabbits were dusted with pure quartz 
dust and very quickly in four or five months, on autopsy, 
the lungs of these dusted animals showed marked evi- 
dence of advancing silicotic changes. When control 
groups were dusted with the same concentration of 
quartz dust but with 1% aluminum powder or oxide 
added no changes were found in the lungs of these 
animals. These experiments were repeated and the 
same results obtained. The reports were taken to Sir 
Frederich Banting at the University of Toronto, who 
suggested they select a group to check the findings. 
Consequently, Drs. Blaisdell and Crombie went back 
over the above work and were able to confirm the 
original reports of Denny, Robson and Irwin. 

These men now pondered over the idea of ex- 
tending the use of aluminum to the human being. Be- 
fore making this decision, however, they visited the 
plants of the Aluminum Company of America where, 
through the kindness of Dr. Frary, they were able to 
view the lung x-rays of a large number of men who 
had worked for many years in an atmosphere where 
the aluminum content was very high. No significant 
changes were noted in the x-rays, and, in many in- 
stances the chest x-rays revealed better lungs than 
those of the men who worked in a non-dusty atmos- 
phere. Having satisfied themselves on this point a 
start was made in Northern Ontario at Timmons on 
treating a group of men working in the Porcupine 
Gold Mines. At the present time this treatment has 
been extended to a very large number in Canada, the 
United States, and Mexico. 

Together with the management of the Continental 
Foundry & Machine Company and the Harbison-Walker 
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Company at East Chicago, Indiana, we investigated the 
aluminum therapy of silicosis. We were able to satisfy 
ourselves and the others likewise that there was no 
toxic reaction and so we began to set up the equipment 
at the plants of both of the above companies. We 
started on a rather limited program, but it was not 
long before we had progressed further than we antici- 
pated and were treating a rather sizeable group of men. 

The technique established for the aluminum therapy 
in both of the above plants is about the same. It is not 
very complicated, but it is safe and is rigidly super- 
vised by a physician, and all treatments are given by a 
registered nurse. Card records are kept on each man 
which comprise a brief concise history, physical ex- 
amination report, x-ray report and progress report. 
We might state here that this treatment is on a volun- 
tary basis only, and no one is compelled to accept it. 
X-ray studies had been made on the men in these plants 
since 1936, so we were able to group our men very 
easily. We offer the therapy to all men exposed to a 
silica hazard and each man is given a course of between 
30 and 40 treatments each year. 

At the present time we treat both prophylactically 
and therapeutically. No one is treated whose physical 
examination reveals a severe organic lesion or whose 
chest shows by x-ray any evidence of active tubercu- 
losis or a secondary infection of a silicotic area. We 
adhere to this policy very rigidly and no exceptions are 
made. We divide our men in two groups, prophylactics 
and therapeutics; the former receive 30 to 40 treat- 
ments, the latter 40 treatments. Everyone is x-rayed 
immediately before treatment and within a reasonable 
interval after. A physical examination is made on all 
men immediately before taking the aluminum. 

The routine of treatment consists of 30 to 40 treat- 
ments, though as high as 60 have been given. The men 
inhale the aluminum dust or oxide by means of an in- 
haler, fitted with a Douglas valve, which is connected 
by a rubber tube to a reservoir (12-liter glass bottle) 
in which the aluminum is suspended in the air. The 
aluminum oxide is delivered to this reservoir by means 
of an ordinary ball mill which grinds the aluminum 
and, by air currents, it is driven through the central 
hollow perforated shaft to the glass reservoir. The men 
stand erect; the nose is clamped so the men breathe 
through the mouth. The initial dose is two to three 
minutes which is increased to 10 minutes by the eighth 
treatment and then continued at this level for the 
duration of about 30 to 40 treatments. This course of 
approximately 30 to 40 treatments is given once each 
year, and again we repeat only on a voluntary basis on 
the part of the employee. 

We have had very little difficulty keeping this pro- 
gram going; the employees have cooperated very well 
and with very few exceptions all treatments have 
been completed. No toxic reactions have been noted 
and very few complaints following treatments have 
been received; except for a few men complaining of 
dryness of throat and of a cough of only a few mo- 
ments’ duration, we hear of no objections. Together 
with the intensive engineering program and good 
housekeeping, the employees feel that practically every- 
thing is being done to minimize this hazard, which goes 
far to create good industrial relationship between em- 
ployer and employee. 

Summing up our impressions gleaned over a period 
of nearly four years with aluminum therapy, we are 
gratified to note the following observations. Aluminum 
therapy has given no toxic reactions. We believe that 
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progression of silicosis has been checked rather mark- 
edly. Secondary infection, most often tuberculosis; has 
not appeared in anywhere near the degree that was the 
case previous to the instituting of the aluminum ther- 
apy. As to the prophylactic properties, we can not 
judge accurately at this early date, but we feel reason- 
ably sure that it will be in this field that aluminum 
therapy will be of the greatest value. We cannot re- 
verse scar or fibrotic tissue in the lungs, but when sili- 
cotics tell us they breathe easier, the chest tightness is 


‘much better, the cough has decreased and they feel 


better generally, we are somewhat inclined to believe 
that we have done much good for our fellow man. 
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Cardiovascular Problems in Railroad Industry 


R. W. EDMONDS, M.D., 
HAROLD FEIL, M.D., 
Cleveland, Ohio 


= disease among railroad men is daily 
assuming increasing importance. The railroad 
worker because of his relatively higher age becomes 
a likely subject for the development of such disease. 
We have reviewed some 300 cases of cardiovascular 
disability occurring among the employees of the Erie 
Railroad Company over the 12-year period of 1935 
through 1947. These had all been referred for special 
cardiovascular evaluation, either because of subjective 
complaints of cardiovascular disease, or because of 
objective findings of such disease during the course of 
a routine annual physical examination. 

The examination of each case was conducted with 
the following important objects as its purpose: 

First, is the individual able to carry on with his 
job with safety for himself at the present time? 

Second, is he able to carry on his job with safety 
for others—his fellow employees, passengers, and the 
general public—who are depending on his services? 

Finally, would the individual be helped in his ulti- 
mate physical condition by rendering his present job 
less strenuous, or is his condition such that he should 
be disqualified for all railroad service? 

In this series of cases the individuals represented 
all types of railroad personnel—operating department, 
maintenance personnel, office and executive groups. 
The cases were for the most part middle aged, the 
average age being 51.8 years, with the range of ages 
from 23 years—as represented by an endocrine dis- 
order with an associated hypertension—to a 78 year 
old arteriosclerotic. 


CHART I illustrates the various diagnoses we en- 
countered in this group: 








CHART I. 
TYPES OF DIAGNOSIS ENCOUNTERED—(300 CASES) 
Percent 


41% 





No. of Cases 





Hypertensive 123 
Coronary artery disease: 
(a) Angina pectoris 35 
(b) Coronary thrombosis 56 


11.8% 


Anxiety states with cardiac 
complaints (premature beats, etc.) 
Rheumatic heart disease 
. Luetic heart disease 
~ Thyrotoxicosis 
Pulmonary emphysema 
Hypersensitive carotid 
Paroxsymal tachycardia 
Auricular fibrillation 
Hypothyroidism 
E. K.G. changes (marked) 
apparent disease 
(a) Rt. Bundle Br. BI. 
(b) Lt. Bundle Br. BI. 
Endrocrine disorder 


sinus 


with no 





As one would anticipate, 70% of the cases had either 
hypertensve or coronary artery disease. The types of 
cardiovascular disease are much the same as is seen 
in the service of a large general hospital in a com- 
parable age group. 

It will be noted that the third largest group of 
cases listed, is that of anxiety states with primarily 
cardiac complaints. Many of these who, when first 
seen, were cases in which a diagnosis was difficult to 
establish because of the vagueness of their symptom- 
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atology, later became obvious psychoneurotic indi- 
viduals who were disqualified on a psychiatric basis. 
Many of the group, however, after careful reassurance 
that their cardiovascular systems were intact, re- 
turned to their work with no further difficulty. 

At the present time we find that of this group of 
300 men there were: 








Cuart II. 


pension 





Receiving 
Deceased 
Still working 
Whereabouts unknown 
(Men disqualified for all 
service denied Federal 
age, etc.) 


railroad 
Annuity: 


300 











CHART III. 


(1) Hypertension 39 of 123 cases (32%) 
(2) Coronary artery disease 31 of 91 cases (34%) 
(3) Rheumatic heart disease 6 of 23 cases (26%) 
(4) Luetic heart disease of 10 cases (70%) 
Paroxsymal tachycardia of 3 cases (338%) 
Endocrine disease of 1 cases (100%) 
Hyperthyroidism of 9 cases (11%) 
Congenital heart of 1 cases (100%) 





ad pt md et ed 
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CHART IV. 
HYPERTENSIVE GROUP—(123 CASEs) 


Retired Average age at death 58.5 years. 
Deceased Impossible to determine how long 
Still working 3: the individual had hypertension 
Disqualified although many for 10 to 15 
(Whereabouts unknown) years with no symptoms. 


123 


This first group of cases—hypertension—repre- 
sented the largest group in our series and was in many 
respects the most difficult to evaluate as to fitness 
for work. Many of these individuals had no com- 
plaints whatever, and had been referred for cardio- 
vascular study merely on the basis of an elevated B. P. 
which had been first discovered at the time of their 
annual physical examination. 

A careful history of each case was taken with special 
reference to the following: 

1. Cardiac reserve—as indicated by response to 
exercise, climbing hills, long walking, etc. 

2. Presence of symptoms referable to 
function. 

3. Presence of symptoms referable to diminished 
or impaired cerebral circulation. 

Examination then included (a) eye ground studies; 
(b) estimation of degree of peripheral vascular scler- 
osis; (c) height of systolic and diastolic B. P.; 
(d) heart size as evidenced by fluoroscopic studies; 
(e) electrocardiographic studies at rest and after 
exercise. 

In the absence of moderate-to-marked evidence of 
vascular damage of heart, brain, or kidney, most of 
these men we found were able to carry out their jobs 
successfully for varying lengths of time, many of them 
for periods ranging from 10 to 15 years. With in- 
dividuals who carried a systolic B. P. in the neighbor- 
hood of 200 mm. Hg. and showed little evidence of 
vascular change by history and physical examination, 


kidney 
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we have felt relatively safe in allowing them to con- 
tinue at their jobs, with the exception that operating 
personnel with such a B. P. should in most instances 
be confined to yard jobs, or off the main line. 


THe following are several examples of the types of 
hypertensive cases we have encountered: 

CASE 1. Freight engineer, age 66, who was exam- 
ined in November, 1945. He presented a history of 
hypertension discovered within recent months. He 
had no symptoms of cardiac, renal, or cerebral in- 
sufficiency. Fundi showed only slight sclerotic change. 
Heart size and aorta were normal. E. K.G. normal. 
B. P. 210/110. He was allowed to work in the yard 
with periodic (90-day) examinations. He is still at 
work. His B.P. on May 10, 1947, (one and a half 
years later) was 200/100. 

CASE 2. Engineer, age 60, examined in May, 1947. 
He had known of an existing hypertension for 10 
years. He presented no symptoms referable to cardiac, 
renal or cerebral function. Examination disclosed a 
B. P. of 190/100 with no cardiac enlargement; E. K. G. 
showed only abnormal left axis deviation. Urine, a 
trace of albumin. He was qualified for yard service 
only, with the provision that he have periodic 90-day 
examinations. 

CASE 8. Car inspector, age 58, examined in August, 
1946. He gave a history of having had a known hyper- 
tension for two years, with S. O. B. and a “fluttering” 
of the heart on exertion. Physical examination re- 
vealed tremendous cardiac enlargement with systolic 
murmurs at apex and mitral areas. B.P. 170/80. 
E. K.G. revealed a left bundle branch block. This 
individual was disqualified for further service, re- 
ceived his pension, and died a year later in August, 


1947. 











CHART V. 
CORONARY GROUP—(91 CASES) 
Sk (1) Deceased 31 
(2) Retired 30 
(3) Working 24 
(4) Disqualified 6 


Ovr group of coronary artery disease cases includes 

both those individuals who presented typical 
anginal syndromes and also those who had suffered an 
acute myocardial infarction. 

The average age of death in this group was 57 
years. Death occurred on an average of slightly more 
than three years following the initial attack of coron- 
ary thrombosis or the beginning of anginal symptoms. 

In the group of coronary artery disease cases who 
are still living, we have several men, however, who 
have had their initial attack of thrombosis as long as 
five to eight years previously—one individual 12.5 
years—and are still able to carry out their work. We 
have listed selective cases from this group. 

The first is that of a police sergeant, age 46, who 
had his initial attack of coronary thrombosis in 
September, 1940, and was confined to bed for a period 
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of six weeks. Following this he was examined in 
November, 1940, at which time he had a B. P. 140/100. 
He had no symptoms with exertion. Fundi were nega- 
tive, there was no demonstrable cardiac enlargement 
by fluoroscopy, and E. K. G. showed an old healed post. 
Wall hyocardial infarction. This individual has been 
followed periodically since, and examination in Sep- 
tember, 1947, showed him to be in apparent good 
health with no complaints, although his B. P. at that 


time was 200/190. 


The next example is that of an engineer 46 years 
of age who was originally examined in June, 1935, 
following an attack of coronary thrombosis a few 
months previously. He presented no symptom of cor- 
onary insufficiency and physical examination was 
negative, aside from a B.P. of 140/100. E. K.G. re- 
vealed evidence of an old healed myocardial infarction. 
This man was allowed to continue at his work. He 
was examined recently on September 15, 1947 (12.5 
years later). Examination at this date disclosed some 
moderate cardiac enlargement with a B. P. of 240/140. 
There has been no further change in his cardiograph. 
He is now considered a borderline case and no doubt 
will have to retire within the near future. He is, 
of course, confined to yard job activity. 

The third case is that of a car inspector, age 47, 
examined in June, 1945. He had had an attack of 
coronary thrombosis in April, 1945. He gave a history 
of considerable substernal distress since his throm- 
bosis with only slight exertion. Fundi showed slight 
A.S. There was a presystolic gallop rhythm at the 
apex. B.P. 160/100. Fluoroscopy revealed an en- 
larged left ventricle. He was held out of service and 
re-examined in January, 1946, at which time he stated 
his substernal distress had continued. He was then 
disqualified, and died in June, 1947. 

We have attempted to describe with some detail 
our method of handling the above hypertensive and 
coronary artery disease group. Our method of ap- 
proach for the other types of heart disease encoun- 
tered has been much the same. It was interesting to 
note in our series that the rheumatic deaths occurred 
at average age 50, the luetic at 54, the coronary artery 
group at 57, and the hypertensive at 58.5. 


N CONCLUSION, we have reviewed our findings in 

some 300 cases of cardiovascular disability. Our 
method of examination has been based on, particular- 
ly, the history of symptoms referable to cardiac, renal 
and cerebral status. Physical examination has in- 
cluded a search for evidence of degenerative change. 
The patient and the railroad, both, are beneficiaries of 
such an examination. Many of the men whom we 
qualified for work after complete cardiovascular study, 
would, of necessity, have been disqualified had we 
been forced to base their ability to work on their rou- 
tine physical examinations. The patient, through the 
knowledge obtained from the examination, is better 
able to plan for his future, and the railroad is better 
able to judge whether the individual can safely carry 
out his job. 





Thermal Burns 
GEORGE S. BERGH, M.D., 


Clinical Associate Professor of Surgery, University 
of Minnesota; Surgeon, C. M. St. P. & P. Ry., 
Montevideo, Minnesota 


HE treatment of the thermal burn is designed 

to preserve the patient’s life, to alleviate pain 
associated with the wound, and to restore function and 
cosmetic condition to as nearly normal as possible. 
This constitutes a major problem for the surgeon, and 
requires an understanding of the important anatomic 
and physiologic alterations which occur as a result 
of the burn. 


Pathologic Anatomy and Physiology 

A BURN may be defined as an injury resulting from 
heat sufficient to cause disintegration or death of 

protoplasm.? 

In first degree burns the gross evidence of injury 
is erythema. Histologically there is a dilatation and 
congestion of the superficial plexuses of capillaries 
and venules in the skin. Serous exudate from the 
capillaries causes edema of the dermis, but there are 
no blisters. After a few days portions of the epidermis 
peel off, and the skin soon returns to a normal con- 
dition. 

In second degree burns there is necrosis of many 
of the epidermal cells, but sufficient cells survive to 
regenerate the skin. The inflammatory reaction is 
more intense, and serous exudate accumulates to form 
blisters. Ham® has pointed out that in mild second 
degree burns many of the superficial vessels continue 
to function and leak fluid. In severe second degree 
burns most of the superficial vessels are occluded, 
and the skin appears white rather than red. 

In the third degree burn there is destruction of 
the entire epidermis with formation of an eschar. 
An intense inflammatory reaction extends into the 
subcutaneous tissues. In time the eschar sloughs, 
leaving an ulcer covered with granulation tissue. In 
deep burns the eschar is insensitive, and the wounds 
are less painful than more superficial injuries. 

In fourth degree burns the tissues are carbonized. 

In severe burns, in addition to necrosis of the local 
tissues there may also be destruction of red blood 
cells. A significant number of erythrocytes may be 
destroyed by heat when burns are sustained, probably 
depending upon the temperature attained by the blood, 
the duration of the heating, and the volume of blood 
subjected to the heat.? Consequently hemoglobinemia 
and hemoglobinuria are common in severe burns dur- 
ing the first 72 hours after the injury. The early de- 
crease in red blood cells is masked by an even greater 
decrease in plasma volume, but as hemoconcentration 
is overcome a progressive anemia becomes manifest. 
In addition to an increased fragility of erythrocytes 
damaged as a result of the burn, inflammation of 
the granulating wounds likewise contributes to the 
causation of anemia.‘ 


ONE of the outstanding results of thermal trauma is 

fluid loss. The fluid is lost both into the tissues 
and from the burned surface in the form of weeping, 
and in severe burns the amount of fluid lost is sufficient 
to produce shock. Formation of edema fluid begins 
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almost immediately, increases rapidly over the first 
few hours, and then diminishes gradually. The in- 
jured capillaries usually cease to leak abnormally in 
about three or four days. 

The edema of burns is associated with local vascu- 
lar injury. Extreme heat causes thrombosis, but lesser 
degrees produce capillary dilatation and increased per- 
meability. 

During the first few hours the extravascular fluid 
does not clot, and there is an increased flow of lymph. 
Later there is lymph coagulation. Local swelling in- 
creases as the coagulation of exudate impedes lym- 
phatic flow. The swelling of the subcutaneous tissue 
is not confined to the burned area, but may extend 
well beyond the margin of the burn into normal 
tissue. 

In severe burns the loss of fluid results in shock. 
Shock is one of the most dangerous complications, 
and accounts for about two-thirds of the deaths from 
burns. The onset of clinical shock may be rapid, and 
within an hour a severely burned patient may be in 
profound shock. With the marked loss of plasma and 
resultant hemoconcentration, there is severe oligemia. 
As a result of the decreased blood volume there is 
decreased cardiac output, diminished blood flow, de- 
creased venous pressure, and a fall in arterial pres- 
sure. 

At the same time changes in the blood chemistry 
occur.. Among these changes are an increase in serum 
potassium and a decrease in serum sodium. 

It has long been known that protein loss is an im- 
portant feature of the pathologic physiology of 
patients with severe burns, but only recently has 
the magnitude of the loss been appreciated. Large 
amounts of protein are lost in the exudate from the 
burned area, and further amounts of nitrogen are 
excreted in the urine. These losses often throw the 
patient into a negative nitrogen balance which may 
be difficult to combat. Since adequate protein nutri- 
tion is essential for wound healing, the importance of 
this loss is apparent. 

There are other changes which occur in patients 
with severe burns, but many of them are still incom- 
pletely understood. For example, the toxemia which 
is associated with severe burns may be due to absorp- 
tion of toxic substances from the burned area, but 
the nature of such substances is not known. 


Early Treatment of Burns 


M4x* severely burned patients pass through a phase 

of excitement immediately after suffering the 
burn. Anxiety, fear and trembling are common. The 
cause of the hyperactivity are pain, fear and hysteria, 
and cerebral anoxia. 

Morphine is useful for relief of pain, but one dose 
of the drug usually suffices. Massive doses are not 
necessary and morphine should be given in the usual 
dose as judged by the age and general condition of 
the patient. Beecher! has pointed out that in patients 
with a slowed peripheral circulation (such as occurs 
in shock) morphine injected subcutaneously or intra- 
muscularly is absorbed very slowly. Intravenous ad- 
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ministration of the drug is preferable in such cir- 
cumstances. 

After relief of pain and anoxia, simple reassurance 
is usually sufficient to overcome the excitement. Bar- 
biturates are seldom required. 

As soon as a patient with an extensive fresh burn 
is brought to the ward his clothing is removed, and 
the burned areas are protected by covering them with 
sterile towels or sheets. The general condition of the 
patient is then evaluated. Local treatment should be 
undertaken just as’ soon as possible, but not until 
the necessary general treatment has been instituted. 

Since shock is such a dangerous complication of 
burns, immediate steps must be taken to combat it. 
The most important step in the treatment of shock 
is to replenish the blood volume and to restore 
adequate circulation. This is done best by administra- 
tion of human blood plasma and whole blood. Solu- 
tions of the crystalloids, lacking protein, increase 
edema. Not only do they leak into the burned area in 
large amounts, but they carry protein with them. 

There is no entirely satisfactory method for cal- 
culating the amount of blood or plasma to be given, 
but the method of Harkins, of giving 100 cc. of plas- 
ma for every point that the hematocrit reading ex- 
ceeds 45, can be very helpful. The calculated result 
should be modified by taking into consideration the 
expected rate of plasma loss. For example, immedi- 
ately after the injury the need for plasma is not yet 
fully reflected in the hematocrit reading, and greater 
amounts of blood or plasma may be required than 
would be indicated by the calculation. On the other 
hand, the edema usually begins to subside after ap- 
proximately 72 hours, and fluid which has been in 
the interstices tends to return into the vascular sys- 
tem. An hematocrit measurement made immediately 
preceding such a reversal of the fluid exchange may 
be misleading if such an event has not been antici- 
pated and taken into account. After 72 hours the 
danger of hemoconcentration is greatly decreased if 
not ended. 

Most patients are able to take fluid by mouth in 
fairly large quantities, and this route of fluid admin- 
istration should be used freely. Sodium may be given 
orally in the form of isotonic sodium chloride, sodium 
lactate or sodium bicarbonate solutions. 

If there be anoxia from any cause, it should be 
combatted. Anoxia may be due to an inadequate air- 
way, or it may be due to inadequate transport of 
oxygen by the blood. ~ 

When anoxia is on the basis of an inadequate air- 
way, the obstruction is most often due to laryngeal 
edema, and immediate tracheotomy is indicated. 

Laryngeal edema is a particularly dangerous com- 
plication of burns of the upper respiratory tract. A 
burn of sufficient severity to produce laryngeal edema 
also involves the circumoral tissues, and the edema 
and fixation of those tissues parallels the changes in 
the larynx. When first symptoms of respiratory ob- 
struction develop (usually six to 24 hours after the 
incident of the burn) it is no longer possible to open 
the mouth enough to view the larynx by either direct 
or indirect methods. The principal edema in the 
larynx occurs not at the narrows at the vocal cord 
level, but in the arytenoid mucosa, forming two large 
jelly-like masses which obstruct the airway by a valve- 
like action on inspiration. Because of this, the actual 
progress of the obstructive process cannot be esti- 
mated accurately by testing the character of the 
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patient’s phonation. Strangulation may occur sudden- 
ly, so it is unwise to postpone tracheotomy until stridor 
is pronounced. 

When anoxia is due to inadequate transport of oxy- 
gen by the blood, it may be due to shock or it may be 
due to an associated carbon monoxide poisoning. In 
either case treatment should be directed toward the 
underlying condition. 

In patients with large areas of third degree burn 
it is important to prescribe a high caloric, high pro- 


‘tein, high vitamin diet. 


Early local treatment of the wound is designed to 
promote healing in superficial burns, and to prepare 
deeper wounds for skin grafting. In either case the 
treatment is similar. Gentle handling of injured tis- 
sues is essential. Aseptic methods are employed from 
the time the patient is first treated, and treatment is 
instituted at the earliest possible moment. 

Clean wounds may be dressed without debridement. 
Burns which are grossly dirty should be washed gently 
with soap and water or detergents, without anesthesia. 
In a few cases in which greasy dirt has been ground 
into the wound it may be necessary to employ chemi- 
cal fat solvents to wash away the grease. Under such 
circumstances light anesthesia may be required. 

When the wound is clean, dressings are applied. 
Burns of the face, head and neck, and perineum may 
be treated by the application of sterile saline packs. 
Other areas are best treated by the application of 
compression dressings. 


COMPRESSION dressings decrease the amount of ede- 

ma in the tissues and probably also decrease the 
amount of plasma lost by weeping from the burned 
surfaces. Prevention of edema decreases the amount 
of deep fibrosis, and this factor is especially important 
around joints, since extensive fibrosis in those areas 
interferes with function. Compression dressings also 
prevent the formation of edematous, exuberant granu- 
lations and favor the development of healthy, clean 
wounds. 

The compression dressings consist of a basic layer 
of fine-mesh gauze, then a thick layer of fluffed gauze, 
cotton pads or waste, and elastic bandages. The basic 
layer may be used dry, or the gauze may be impreg- 
nated with a bland ointment such as 4% xeroform in 
a lanolin base. Original compression dressings gener- 
ally are not changed for 10 to 12 days. Subsequent 
dressings are changed at frequent intervals. 

Wangensteen® and others have emphasized the im- 
portance of elevation in the treatment of inflamma- 
tion. Moderate elevation assists in decreasing edema 
and should be used whenever practicable. 

Immobilization and rest reduce tension in inflamed 
tissues. Under such circumstances healing is favored 
and the patient is more comfortable. However, pro- 
longed immobilization increases the difficulty of re- 
habilitation. Therefore, immobilization is used only 
during the early days of treatment. Later, exercises 
are started and attention is directed to restoration 
of function. 


CERTAIN chemotherapeutic and biologic agents are 
of value in the treatment of the wounds. 

A patient who has previously been immunized 
against tetanus should be given a stimulating dose 
of toxoid. Non-immunized patients should be given 
antitoxin. 

Tyrothricin locally and penicillin locally and par- 
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enterally are of considerable value in the control of 
micro-organisms which interfere with healing. 

Sulfonamides are used only occasionally in the 
treatment of burns. The usual precautions, such as 
maintenance of an adequate urinary output, must be 
observed. 

Acetic acid in 1% solution is useful against pyo- 
cyaneous infections. 


WHEN skin grafting is necessary it should be done 

as early as possible. There are three indications 
for skin grafting in the treatment of burns: to replace 
full thickness loss of skin and to cover granulating 
wounds, to correct deformities in healed wounds or to 
relieve tightness following healing, and to replace 
skin of poor quality. 

Before grafts can be applied the wound must be 
clean, and slough must be removed. Necrotic tissue 
may be excised as it separates. Chemical methods for 
hastening separation of slough have been devised and 
may prove useful. 

Skin grafts may be divided into two large groups: 
(a) free grafts, which are completely detached from 
the donor site, and (b) pedicle flaps, which are not 
immediately detached completely, but still derive blood 
supply through an attached pedicle until a satisfactory 
blood supply can be developed from the recipient 
area. 

Free grafts may be full thickness grafts or split 
thickness grafts. Pedicle grafts may be classified as 
direct flaps or delayed flaps. 

Full thickness free grafts include the whole thick- 
ness of skin without any underlying fat. They are 
seldom used on granulating wounds because they 
do not take as well as split thickness grafts. Further- 
more, full thickness grafts must be small, or the donor 
site itself must be grafted. 

Split thickness grafts may be cut at any desired 
thickness and in any size. They may be cut free hand 
or by machine. The dermatome permits easy cutting 
of grafts of even thickness up to a size of four by 
eight inches. If larger areas are to be covered several 
such grafts may be pieced together. 

Split thickness grafts take well if the recipient site 
is clean and if the grafts are properly applied and 
adequately fixed in position. 

In some cases it may be advantageous to cut split 
thickness grafts into small pieces and apply them as 
“postage stamp” grafts or even in the size of “pinch 
grafts.” The Davis type of pinch graft, or small 
deep graft, is seldom used at present; but the thinner 
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split thickness type of graft in the pinch graft size 
may be very useful in certain cases. Such grafts may 
be cut very close together from the donor site, and 
they should be placed close together on the recipient 
site to minimize scarring.® 

Pedicle flaps are used infrequently in the treatment 
of burns, but they are required occasionally to restore 
contour or bulk, or to provide padding over bones or 
tendons. Pedicle flaps contain subcutaneous tissue in 
addition to skin. 


N the skin grafting of burned areas one encounters 

many special problems which cannot be discussed 
here. However, the method of covering denuded bone 
is worth mentioning. 

Free grafts will not grow on bare bone. One must 
use a pedicle flap or must wait for granulation to 
cover the bone. If only a narrow strip of bone is 
exposed, granulations will grow in from the sides to 
cover it, but if a wide area is exposed this does not 
occur. One may wait for sequestration and separation 
of the bone, but a better procedure is to remove the 
outer cortex to hasten the formation of granulations 
and prepare for early application of free grafts. 
Actually chiseling away the outer bone is usually the 
best procedure. Multiple drill holes in the bone may 
also be used. 

Efforts toward the ultimate mental and physical 
rehabilitation of burned patients should begin at the 
earliest possible moment. Exercises and other forms 
of physical therapy are instituted early. This is 
especially important in patients with burned hands, 
but must not be neglected in patients with burns in 
other areas. 

Good cosmetic results are desirable, but good func- 
tional results are even more important. 
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Secondary Closure of Wounds of the Hand 
MICHAEL L. MASON, M.D., F.A.C.S., 


Department of Surgery, Northwestern University Medical School, 
Chicago 


E HAVE discussed on numerous occasions the in- 

dications for primary closure and primary nerve 
and tendon repair of the hand. The premises upon 
which such extensive initial surgery is indicated have 
been well established and are seldom overstepped by 
the surgeon. However, there are situations in which 
these indications do not obtain, largely because of 
delay in the patient arriving for care. 

The surgeon confronted with a serious open wound 
of the hand under such circumstances is often in a 
dilemma as to what to do. There may be extensive 
nerve and tendon division but the strict indications 
for primary repair do not obtain. The wound may 
be seriously contaminated and there may have been 
many hours of delay in bringing the patient to the 
hospital for surgical care. There may be numerous 
compound fractures, frequently associated with severe 
crushing of tissues and loss of skin covering and with 
avascular digits. The primary surgery in such wounds 
must often be reduced to a minimum since extensive 
dissection and closure would probably lead to serious 
infectious complications. Situations of this sort do 
not occur frequently in civilian practice. However, 
when they do occur certain procedures are indicated 
and a definite course of action is applicable. It is 
essentially the situation which confronted the surgeon 
caring for the wounded during the past war. In 
the type of civilian injury we are discussing, as in 
the war wound, we must determine just what are 
the fundamentals of wound care and what is the irre- 
ducible minimum of care which we may give a wound 
under unsatisfactory conditions to insure the best 
possible further course. 

The indications for wound care are fundamental 
and must be met in all wounds regardless of the con- 
ditions, only the methods of meeting these indications 
vary with changing situations. We may therefore 
approach the matter of care of the unfavorable case 
by considering the application of the principles of 
wound care to them. 


Protection of the Wound from Contaminants 
MAy* of these wounds of the type under discussion 
will have been seriously contaminated by the time 
the patient reaches the surgeon. Regardless, how- 
ever, of the condition of the wound or of the previous 
treatment given it, or of its gross soiling the wound 
should be covered at once with sterile dressings and 
no manipulation or inspection carried out until it 
can be done under aseptic conditions. Invasive con- 
taminants come from human sources and seldom from 
the traumatizing agent. These sources are the nose 
and throat and hands of surgeon, assistants, nurses, 
orderlies, interested bystanders and the patient, him- 
self. 

The severely. crushed hand with gross soiling and 
great tissue destruction is no better able to combat 
additional contaminants than the cleanly cut surgical 
incision. The bacteria which gain entrance at the 
time of injury are usually not primarily invasive but 
thrive best under wound conditions characterized by 
tissue destruction, embarrassed vascularity and debris. 
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Primarily invasive bacteria come from human sources, 
and it is against these that we must guard the wound. 
This protection of the wound must continue through- 
out the whole course of treatment until final healing 
is attained. For this reason the wound should be 


‘dressed only under strict operating room conditions, 


preferably in the operating room, itself. 

If following the initial surgery there are no un- 
toward symptoms the wound should not be uncovered 
until the patient is taken to the operating room for 
secondary closure. 

Convert the open wound into a surgically clean 
wound at the earliest possible moment. In the wound 
seen within a few hours after its inception this can 
be accomplished by simple but thorough soap and 
water cleansing, sufficient cleansing so as to permit 
primary closure. In the type of wound we are now 
considering, however, we have assumed that conditions 
are such that primary closure cannot be accomplished. 
However, the cleansing should be carried out as thor- 
oughly as if closure were possible. Such cleansing 
will not sterilize a wound nor will it remove contam- 
inants already invading tissue, nor permit closure 
of the wound seen too late. 

These contaminants are dealt with by the natural 
resistance of the tissues, providing we furnish drain- 
age by leaving the wound open and have properly rid 
it of devitalized tissues and have put it at rest. As 
adjuncts to proper surgery, chemotherapy and anti- 
biotic therapy are usually properly added to our treat- 
ment. These agents, however, simply prevent or help 
to prevent the spread of organisms from the wound 
site and do not control the local infection or com- 
pensate for necrotic residue left in the wound. 

Remove dead and devitalized tissue. This procedure, 
often spoken of as debridement, may be thoroughly 
accomplished surgically in the early wound. It can 
also be carried out in the late wound unless a life- 
threatening invasive infection is present. Often un- 
der protection of antibiotics or chemotherapeutic 
drugs the invasive organisms may be controlled, while 
the bacteria which thrive on tissue debris and necrotic 
cells are not affected. Most wounds can be surgically 
debrided when first seen, cutting necrotic tissue back 
to bleeding surfaces and leaving only viable tissue. If 
for some reason immediate excision is not permissible 
we have other measures such as Dakinization which 
will remove the dead tissues or we may permit the 
natural forces of the body to cast them off. Both of 
these processes are slow and are fraught with the 
hazards of all methods which leave wounds open— 
further secondary contamination. It is much wiser 
therefore to accomplish this surgically, if not at once, 
then after several days devoted to helping nature 
combat the infection with rest, elevation, warm packs, 
antibiotics, etc. 

Leave the wound open. The wound is left open be- 
cause we fear to lock up infection, that is, so that 
the wound may drain. We must assume therefore 
that a great many of these wounds if closed would 
evidence serious infection and that they therefore 
harbor invasive pathogens. What happens in the 
wound during this period of waiting before the time 
for secondary closure is not clear. The wound may 
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drain, but it is rare to see such wounds filled with 
pus or to find the dressing saturated with anything 
but blood and serum. The surface of the wound may 
be covered with a gray film of fibrin, but not pus 
and if blood clots are present they are solid and not 
liquefied by infection. If thorough excision was not 
done at the primary operation the picture is different 
and secondary excision is required and further delay 
in closure. Hence adequate removal of dead tissue is 
a necessity but such removal will still not permit pri- 
mary closure. 

Cover the cleansed and debrided wound with a vol- 
uminous occlusion compression dressing. This dress- 
ing meets two indications: it prevents secondary 
contamination of the wound, a feature previously dis- 
cussed; and the pressure dressing also controls edema 
and oozing, supports venous return and obliterates 
dead spaces within the wound. The value of such a 
dressing has long been recognized in plastic and wound 
surgery. A hand properly supported by a voluminous 
compression dressing does not develop the thick stub- 
born edema which takes so long to subside and leaves 
a disabling fibrosis in its wake. This dressing should 
be applied immediately after the primary operation 
and not removed until time of secondary closure. It 
should be re-applied after secondary closure, and not 
disturbed for five to seven days when the first post- 
operative dressing is performed. The compression 
dressing must be voluminous, made up of many layers 
of flat gauze, covered with large amounts of fluffed 
gauze or mechanics’ waste and bound on snugly, 
uniformly and without constriction. Elastic bandages 
or stockinet used as bandage are preferable to plain 
gauze bandage. The dressing covers a wide area well 


beyond the wound site, usually the entire hand and 
lower two-thirds of the forearm. Care must be taken 
to place dressings between the fingers before applying 
the fluffed gauze. : 

Put the hand at rest on a splint. Putting the part 
at rest is one of the most important if not the most 


important features of the treatment. If only one 
therapeutic procedure were possible, putting the part 
at rest would be it; and in the case 
of the hand the position in which 
it should be immobilized would be 
the position of function. The indi- 
cations for rest ar2 so well estah- 
lished and so universally recog- 
nized that it seems hardly ,neces- 
sary to go into them. Nor should it 
be necessary to discuss the reasons 
for putting the hand in the posi- 
tion of function. It is not. however, 
universally recognized that this is 
the optimum position in which the 
severely wounded hand is best im- 
mobilized. We still see hands 
splinted out straight on boards or 
bandaged over a palmar roll. Pro- 
per splinting, however, in the po- 
sition of function may be easily 
attained on the universal hand 
splint which Dr. Harvey Allen 
and I have recently described 
(Fig. 1). This simple apparatus 
may be applied to every hand in- 
jury—as first aid, as splinting 
following primary surgery, and as 
definitive splinting following sec- 
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ondary closure. It forms a solid base upon which the 
hand rests firmly and evenly, permits of the application 
of skin grafts and above all allows use of pressure 
dressings. This last feature is of great significance. 

The splint also permits reduction and main- 
tenance of reduction of fractures of the hand, at the 
same time permitting compression dressings. This 
feature of the universal hand splint will be taken 
up under the discussion of secondary closure. 

Early secondary closure. The wound managed as 
indicated above has been carried up to the point of 
closure, and in the early wound would be considered 
ready to close. However, in the injury under dis- 
cussion it is dressed and splinted and a period of 
four to six days allowed to elapse. Ordinarily the 
patient is very comfortable, there are no untoward 
symptoms and one often wonders if it had not been 
possible to have performed primary suture. In wounds 
of this type it is usually customary to give penicillin 
during this interval but it is my impression that a 
large percentage of cases would do very well without 
it and that the essentials of care have been protection 
from contamination, cleansing, excision, splinting and 
a compression dressing. We still have one indication 
to meet, and that is closure of the wound. This may 
be undertaken if no untoward symptoms arise by the 
fourth to sixth day. It is probably not safe earlier 
than the fourth day, while after the sixth day the 
tissues become increasingly more fixed and the skin 
more difficult to mobilize. The patient is taken to 
the operating room where the wound is first examined. 
If it “looks all right,” that is, no evidence of infection, 
and if all necrotic tissue has been removed, the oper- 
ation of secondary closure may be performed. At 
this time it is indicated to reduce fractures which 
may not have been reduced earlier, and if necessary 
open manipulation and internal fixation may be done. 
It does not seem safe to attempt nerve and tendon 
repair at this time, largely because of the extensive 
dissection needed to mobilize these structures. The 
wound may be closed either by suture or by graft. 
Suturing is preferable and it has been found possible 


Fig. 1. 


The universal hand splint is applicable to approximately 90% of hand injuries. In 
the case illustrated a burn of the hand has been treated by compression dressings and 
the areas of third degree loss covered with split grafts. The various stages of application 
of the pressure dressings on the universal hand splint are shown. (Allen and Mason— 
Quarterly Bulletin of Northwestern University Medical School, 1947, Vol. 21, p. 218.) 
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Fig. 2. 
Traumatic amputation of index, middle, ring and little fingers and degloving of dorsum 


machine. 


Surgeon who first saw wound cleansed and “debrided” it, and applied a dressing and splint. 


brick making 
On admission 


of hand in 


to Passavant Hospital one week later the wound was uncovered in the operating room, two strips of necrotic tendon 
were excised and the area covered at once with a split graft 


to close quite large defects providing there has been 
no great sacrifice of skin at the initial operation. 
Simple lacerations without skin loss pull together with 
slight tension, but this is due to elastic contraction 
of the skin and does not interfere with healing. The 
surgeon may undermine the skin edges fairly widely 
in order to obtain apposition. Where there has been 
great skin loss, however, the surgeon must resort to 
a graft. Here thick split grafts are preferable al- 
though we occasionally apply a primary pedicled flap. 

After closure the hand is again put at rest-on a 
splint where it is kept until healing has occurred. 
It is here that the universal hand splint finds a great 
field of usefulness. The hand may be placed on the 
well padded universal hand splint, voluminous dres- 
sings applied and wrapped on with an elastic bandage. 
The hand remains in the position of function during 
the entire period of healing. Fractures of metacarpals 
and phalanges are reduced by molding and manipu- 
lation over the splint, and are held in position until 
the compression dressing has been applied. They may 
be maintained in this position until they have united. 
Practically every fracture of the hand may be suc- 
cessfully reduced on this splint. 


The following cases illustrate the various problems 
met with in the management of wounds of the hand 
not amenable to primary closure. 


ASE I: D. Y. Passavant Memorial Hospital. No. 97937. 

This 29 year old man was admitted to Passa- 
vant Hospital June 17, 1947, with the history of having 
injured his right hand in a brick making machine seven 
days previously. A tourniquet and clean cloth had been 
applied and the man was given surgical care within half 
an hour. There were found traumatic amputations of 
the index, middle and ring fingers through the meta- 
carpophalangeal joints, and of the little finger through 
the distal end of the proximal phalanx. There was loss 
of all skin from the dorsum of the hand except over the 
fifth metacarpal and thumb. The thumb itself was un- 
damaged. The wound was cleansed, nonviable tissue 
excised and the stump of the fifth finger was closed. 
The raw areas were then covered with moist dressings 
and the hand put up on a splint. 

On admission to Passavant Hospital this patient was 
found to be comfortable, the temperature was 99° and 
the hand and forearm showed no evidence of spreading 
infection. The patient was taken to the operating room 
the following day (the eighth day post-injury), where 
the wound was uncovered and found to be fairly clean 





Fig. 3. 


Degloving injury of the hand received for care two days after the accident. 


The avulsed skin of fingers and palm had 


been simply replaced and the hand covered with a dressing. Five days after admission to Passavant Hospital (seven days 
post-injury) a debridement was performed and four days later (11 days post-injury) the raw areas were covered over with 


split grafts. 


Further plastic repair is contemplated 
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(Fig. 2). The extensor tendons of the missing middle 
and ring fingers were found to be necrotic and were 
excised. A hematoma was removed from the surface which 
was then completely covered with a thick split graft. 
This took satisfactorily except for a small area about 
1% cm. in diameter over the dorsum of the hand, and 
spots over the exposed heads of the second and third 
metacarpal bones. These areas were allowed to close 
spontaneously. The man has been readmitted subsequent- 
ly and a pedunculated flap placed over the dorsum of the 
hand to replace the thin skin of the split graft. 


C= II: P. P. Passavant Hospital. No. 97650. 

This 52 year old man was admitted to Passa- 
vant Hospital June 4, 1947, two days after suffering an 
avulsing and crushing injury of the right hand. On 
June 2, while working on a mixing mill, forcing tile into 
rollers, his glove caught and was pulled into the roller, 
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taking the skin of his hand along with it and pulling 
the hand into the rollers. He stopped the machine and 
“passed out.” He was taken to a hospital where it was 
found that the skin had been torn away from the back of 
the hand, most of the palm and all the fingers, and that 
the distal phalanges of the index and little fingers were 
torn off with the skin. The thumb was intact. The sur- 
geon cleansed the wound and replaced the avulsed skin 
and tacked it into position. 

On admission to Passavant Hospital two days later the 
hand was very painful, there was moderate elevation of 
temperature and marked swelling of the hand. X-rays 
revealed a Colles’ fracture and marked separation of the 
second and third metacarpals. He was placed on penicil- 
lin and given several transfusions, and five days after 
admission, (seven days post-injury), was taken to the 
operating room where the wound was uncovered (Fig. 3). 
The extent of the injury could then be fully appraised. 
All of the skin of the hand was dead except that covering 
the thumb and thenar eminence, and a small patch over 
the hypothenar eminence. This represented skin that had 
not been avulsed. All the rest of the skin was detached 
where it had been loosely sutured and was lifted off. like 
a glove. There was a large hematoma beneath and when 
this was removed it was found that the profundus ten- 
dons of the index, middle and ring fingers had been 
avulsed, and that the distal phalanges of the index and 
little fingers had come away with the skin. The digital 
vessels had all been torn away and their stumps lay 
thrombosed in the palm. All obviously dead tissue was 
removed except the remaining phalanges of the fingers 
which it was hoped might survive if skin could be placed 
on them soon enough. The Colles’ fracture was reduced 
and the hand placed on a universal hand splint in the 
position of function. Four days later the patient was 
again taken to the operating room where the gangrenous 
phalanges were amputated at the proximal interphalan- 


Fig. 4 
Loss of skin over thenar 
eminence and metacarpopha 
langeal joint of thumb due 
to glass cut. The wound 
was cleansed by a surgeon 
and the hand splinted. The 
patient was sent to Passa- 
vant Hospital two days later 
for closure of the defect. 
The wound was closed four 
days later (six days post- 
injury) by shifting a flap 
from the dorsum over the 
exposed metacarpophalan- 
geal joint and filling in the 
remaining defects with split 

grafts 


geal joints, and the whole hand dressed with skin. 
This grafting took well except for the dorsal sur- 
faces of the middle and ring finger stumps and 
the tip of the little and index finger stumps. These 
areas were later covered with small split grafts 
and healing obtained. 

Recovery in this case will be very slow because 
of the tremendous swelling and edema which has 
left a stubborn fibrosis in its wake. We are at- 
tempting to mobilize the stumps of the digits and 
thumb preparatory to placing a pedicled flap over 
the hand. 


ASE III: L. B. Passavant Hospital. No. 100056. 
Admitted October 4, 1947; discharged Octo- 

ber 18, 1947. 
This 60 year old glass factory employee in- 
jured his right hand on broken glass on the after- 
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noon of October 2. The wound was cleansed at once by a 
surgeon and a large pressure dressing and splint were 
applied. Two days later he was admitted to Passavant 
Hospital for closure of the wound. Brief examination 
of the wound under strict asepsis revealed the loss of an 
area of skin about 2 by 1% inches over the radial side of 
the thenar eminence, uncovering the metacarpophalangeal 
joint, and with loss of a segment of the joint capsule. The 
tendons of the thumb were intact and there was no sensory 
loss. 

The hand was redressed at once with a compression 
dressing and splint and penicillin administered. On Octo- 
ber 8 (six days post-injury), the wound was uncovered un- 
der anesthesia (Fig. 4). The problem resolved itself into 
one of covering the raw surface with a flap since it was 
not possible to lay a splint graft over the area, because 
of the exposed bone and joint. A pedunculated flap from 
the abdomen had been contemplated but after study of 
the wound it was decided to attempt to slide a flap from 
the dorsum of the hand over the defect. An accessory 
incision was made over the dorsum of the hand and up- 
ward over the wrist and the flap of dorsal skin thus raised 
was rotated forward so as to cover the exposed joint. 
The defect produced by the flap was then covered with a 
split graft as was also a small anterior defect which could 
not be closed by the flap. The wounds healed by primary 
intention. The thumb was kept splinted for about four 
weeks, following which he was allowed gradually to be- 
gin use of the hand and was returned to work about six 
weeks post-injury. 


ASE IV: D. S. Passavant Hospital. No. 100294. Ad- 
mitted October 18, 1947; discharged October 26, 1947. 
This 19 year old University student injured his left 
wrist severely on a broken milk bottle while working in 
a Y. W.C.A. kitchen. A waitress placed a towel tourni- 
quet about the arm and also digital pressure on the ves- 
sels at the elbow. The patient was taken at once to the 
infirmary, where dressings were applied and the patient 
sent to a hospital. Here, under gas anesthesia, the wound 
was enlarged and multiple nerve and tendon damage 
found. Bleeding was controlled by ligation and a snug 
dressing, and two pints of blood were administered. Two 
days later he was admitted to Passavant Hospital. Exam- 
ination of the exposed tips of the fingers indicated a 
division of the median and ulnar nerves and of all of 
the flexor tendons to the fingers. He was placed on peni- 
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cillin but the wound was not disturbed until October 22, 
(five days post-injury), when the dressings were removed 
in the operating room under anesthesia (Fig. 5). There 
was found a transverse laceration of the wrist right in 
the folds, from the center of which an enlarging incision 
had been made upward in the center of the forearm. 
The wound looked clean. Numerous tendons were seen 
to have been divided. The median and ulnar nerves were 
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Transverse laceration of the wrist with division of all nerves, 
tendons and vessels. The patient was sent to hospital where 
a surgeon enlarged the wound by a midline incision, ligated 
the bleeding vessels and applied a compression dressing. Two 
days later he was admitted to Passavant Hospital. The wound 
was no* disturbed until the fifth day post-injury, when it was 
uncovered in the operating room, the clot removed and the 
wound closed. Primary healing was obtained. Secondary nerve 
and tendon repair will be undertaken as soon as the tissues are 

soft and free of induration 


found to have been divided and the radial and ulnar 
artery had been ligated. No attempt was made to repair 
the nerves and tendons. However, the ends of the median 
nerve were loosely tacked together to keep them from 
separating too far. The wound was then closed and com- 
pression dressing and splint applied. Healing occurred 
without reaction and secondary nerve and tendon repair 
are contemplated as soon as the tissues will permit. 





























Indications for Sympathetic Block and Sympathectomy 
— In Traumatic and Associated Conditions — 
THURSTON R. ADAMS, M.D., 


Assistant Professor of Surgery, University of Maryland 
School of Medicine; Consulting Surgeon, Baltimore & Ohio Railroad 


N THE past 20 years our knowledge and understand- 

ing of the sympathetic nervous system have tre- 
mendously increased. In the past few years, a volum- 
inous literature has.appeared on the subject by White,’ 
Smithwick,? Ochsner, DeBakey,® de Takats,‘ and 
Veal‘ in this country; and outstanding work has been 
done by Rene Lerishe® in France. 

Sympathetic block and sympathectomy have been 
used with gratifying results in the following con- 
ditions: 


1. Acute Conditions 
FRAcTUREs and severe contusions often produce a 
local traumatic shock. Pain is a prominent part 
of the picture and is more marked than one would 
expect for the type of injury. On examination these 
cases show marked vasospasm as evidenced by a cold 
extremity, without evidence of pulsation or at most 
a barely perceptible one. If the injury is in the form 
of a contusion, fracture or a crushing injury in close 
proximity to a major artery, nerve or both, there is 
great likelihood of marked vasospasm. This is par- 
ticularly true of gunshot or penetrating wounds. 
Three recent cases in the University Hospital will 
serve to demonstrate this point: 

CASE I. White male, age 16, admitted two hours 
after a gunshot wound (bird shot) in his right calf. 
There was practically no bleeding from the wound. 
His foot was blanched, cold and without pulsation in 
the dorsalis pedis and posterior tibial arteries. It 
appeared on initial examination that the major blood 
vessels had been severed. An immediate paravertebral 
block of the lumbar sympathetics on the right side 
using 1% novocain was done. Within 15 to 20 minutes 
the color of the extremity improved considerably. 
The wound began to bleed profusely and pulsations 
reappeared in the dorsalis pedis and posterior tibial 
arteries. 

Careful debridement and other surgical measures 
were carried out. Repeated paravertebral blocks were 
done for a period of seven to eight days. 

CASE II. A colored male, age 40, was admitted to 
the. hospital immediately after being shot in the left 
upper thigh with a pistol bullet. There was severe 
pain in the entire extremity. The extremity was cold 
and there was an absence of pulsations in the popliteal, 
posterior tibial, and dorsalis pedis vessels. There was 
little or no bleeding from the wound. The patient was 
not in marked shock as would be expected if his fem- 
oral vessel had been severed. An immediate para- 
vertebral lumbar block using 1% novocain was done. 
There was a good response as evidenced by the ex- 
tremity becoming warm and pulsations reappearing 
in his distal vessels along with moderate bleeding from 
his wound. 

CasE III. A white male, patrolman, age 32, was 
accidentally hit over the medial surface of his right 
thigh with a baseball bat. He suffered excruciating 
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pain in his entire extremity and was brought to the 
hospital immediately. Examination revealed a cold, 
pulseless, blanched extremity. The skin was not 
broken. There was very little evidence of subcutaneous 
hemorrhage in the area of the blow. Immediate para- 
vertebral lumbar blocks were done using 1% novocain. 
There followed in a few minutes an almost complete 
relief of pain with a return of pulsation in the ex- 
tremity along with marked improvement in its color. 
Shortly after this, evidence of subcutaneous hem- 
orrhage appeared in the skin and subcutaneous tissues 
beneath the injured area. 

Repeated blocks were done, and the patient was 
discharged four days later with only evidence of a 
contusion remaining in his thigh. 

These three cases definitely show that there is a 
local traumatic shock evidenced by vasospasm, and, if 
this spasm is not relieved by the appropriate sympa- 
thetic treatment a fair number of such cases will, no 
doubt, go on to gangrene with loss of a part or all of 
the extremity. This same type of condition is fre- 
quently seen by all of us who handle traumatic cases 
following fractures both compound and simple. All of 
us have spent some uncomfortable periods following 
reduction of these fractures and application of casts 
in which the toes or fingers remained cold and with 
apparent absence of pulsations. In the past this was 
very often attributed to too tight a cast or thrombosis 
of the vessels, but in reality it was due, no doubt, to 
local traumatic shock associated with vasospasm. Un- 
doubtedly, paravertebral blocks done at the time the 
fracture was reduced would have allayed all of this 
needless worry. 

In all cases that have suffered laceration or com- 
plete severance of major vessels, there is an associated 
vasospasm of a marked degree. In the repair of these 
vessels, whether it be by suture of the laceration or 
anastomosis of the severed ends by suture, vitallium 
tube or plastic prosthesis, it is necessary to improve 
the circulation to the extremity through the collateral 
circulation in order to give the best chance of sur- 
vival of the extremity. This is best done by repeated 
sympathetic blocks or sympathectomy. The temporary 
vasospasm can be overcome by sympathetic blocks, 
but in those cases where we hope to improve the col- 
lateral circulation to a maximum it will be necessary 
to do a sympathectomy for permanent relief of vaso- 
spasm. 

This has been ably demonstrated in many papers 
that have reported results of this type of surgery fol- 
lowing the last war. 


ll. Chronic Conditions or Causalgic States (de Takats) 

T 1S NOT unusual to see a patient who has had an 

injury, at times a trivial injury, or an infection 
involving an extremity develop hyperesthesia and 
often excruciating pain. This condition which was so 
ably described by Mitchell, Morehouse, and Keen’ in 
1864, rarely involves the trunk or the thighs or arms. 
It is limited, as a rule, to the hands or feet. Cases 
showing this type of condition are made much worse 
by any emotional upset, loud noises or exposure to 
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the extremes of heat or cold. White and Smithwick® 
have shown that after a period of time the skin may 
undergo characteristic changes, becoming intensely 
red or cyanotic. There may be gradual atrophy of 
the skin which becomes dry. and scaly. There are 
at times trophic changes seen in the nails and the 
skin has a thin glossy appearance. Some of these cases 
show an osteoporosis such as was described by Sudeck. 
These cases with bone changes show a fairly typical 
picture by x-ray. 


Early in these causalgic states a paravertebral block ~ 


will give relief, and repeated blocks may effect a cure. 

However, in the longstanding cases that are begin- 
ning to show the trophic changes in the skin and nails, 
a paravertebral block makes the diagnosis and indi- 
cates the proper treatment which is sympathectomy. 

Two cases come to mind which bring out this cau- 
salgic state that showed the classical bone changes: 

CASE IV. A 42 year old brakeman sustained a 
Colles’ fracture which was promptly and properly re- 
duced with good alignment. He continued to complain 
of a burning type of pain over a period of eight 
months. 

No cause was determined for his pain. 

He was referred to the Baltimore office, and on ex- 
amination it was obvious that he was suffering from 
this so-called causalgic state. X-ray examination re- 
vealed a well-healed Colles’ fracture in satisfactory 
position. The bones of his hand and fingers showed a 
marked osteoporosis. A sympathectomy relieved him 
of all of his pain, and he returned to work 10 weeks 
after operation. 

Subsequent x-ray showed that his bones had re- 
turned to almost normal. 

CASE V. A white woman, 42 years of age was 
admitted to the hospital because of severe, agonizing 
pain in the left lower leg. She gave a history of hav- 
ing a very trivial injury to the popliteal area of her 
left leg and promptly developed pain and discomfort. 
There was marked paresthesia and a sharp burning 
pain at all times. Movements of the foot precipitated 
an exacerbation of pain. She could not stand the bed 
clothing against the painful area. A paravertebral 
lumbar block was done with complete relief of symp- 
toms. 

This was followed by a left lumbar sympathectomy, 
and she has had no further difficulty one year after 
operation. 


Phantom Limb 
I? IS NOT uncommon for patients to be conscious of 
an absent limb after amputation. Occasionally the 
sensation will disappear very promptly after operation 
and give no further trouble, but occasionally there 
are cases that have excruciating pain in their lost 
extremities. White® has written an excellent article 
on pain after amputation. He thoroughly covers its 
treatment, and has shown that it is something of the 
causalgic type of condition and that at times remark- 
able relief is obtained following sympathetic block and 
sympathectomy. In his paper he discusses very defin- 
itely the things that should be done and should not 
be done to these cases. I have had no personal ex- 
perience with sympathectomy for the phantom limb, 
but I am guilty of doing some of the things that he 
has suggested should not be done, such as repeated 
resections of neuromas and re-amputations for the 
relief of pain. 
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Diseases of the Peripheral Vascular System 


FPREQUENTLY injuries are associated with diseases 

of the peripheral vascular system. It is necessary 
in such cases to make a differential diagnosis and a 
careful evaluation. 

The various diseases that constitute this category 
are quite well defined and produce a rather definite 
symptom complex. 

A satisfactory classification of peripheral vascular 
disease is as follows: 

1. Hyperactivity of the vasomotor system. 

2. Vasospastic functional disease. 

3. Vasospastic organic disease. 

4. Organic degenerative disease. 

The symptoms, in general, of vasospastic conditions 
are pain, frequently of the intermittent type known 
as intermittent claudication, and, second in import- 
ance, color changes. These have been stressed by 
various writers on these conditions. A careful history 
along with the physical examination, and, in addition, 
certain laboratory procedures, are necessary in making 
the diagnosis. Ochsner, DeBakey, Beach, de Takats, 
Aycock, and Hendrick!® have used the recording oscil- 
lometer, thermocouple or dermatherm, plethysmo- 
graph, and arteriography for determining the amount 
of spasm present and the condition of the vessels. 
They have used these tests before and after para- 
vertebral block is done. We have found them very 
useful at the University of Maryland Hospital in evalu- 
ating these cases. 

A synopsis of the various diseases that are fre- 
quently associated with injuries or trauma will be 
presented. 


Thrombo-Angiitis Obliterans or Buerger's Disease 

N THIS condition men are more frequently affected 

than women. It may occur at any age but more 
often between 30 and 50. The lower extremities are 
more frequently involved than the upper, and it is 
primarily a disease of the vessels. The disease may 
develop over a period of months or years or very 
rapidly, with gangrene developing within a period of 
a few weeks, as shown by various investigators. Such 
an extremity can easily become traumatized and if 
appropriate treatment is not instituted gangrene or 
loss of a part or the entire extremity may ensue. 

If such cases are diagnosed before injury appro- 
priate treatment may be advised. If they are recog- 
nized early, before extensive damage has taken place 
to the vessels and soft tissues, sympathectomy will 
effect a cure or at least relief for several years. This 
will be exemplified by the following case: 

CaAsE VI. AB & O electrician reported to the Balti- 
more office on May 29, 1945, with a history that on 
April 19, 1945, he sprained his left foot and since 
that time had difficulty as evidenced by bluish dis- 
coloration uf his foot and pain on the least motion. 
When examined he had gangrene of all of his toes 
with a line of demarcation showing in the mid-tarsal 
region. There was no pulsation in his dorsalis pedis 
or posterior tibial arteries in either extremity. Care- 
ful history revealed that he had a typical record of 
Buerger’s disease as evidenced by his getting inter- 
mittent claudication for a period of four or five years. 
It became necessary to amputate his leg just below 
the knee. However, the stump did not heal, and there 
was very little bleeding encountered at the time of 
the amputation. A paravertebral block was done which 
showed rather good response. The other extremity 
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was studied carefully, and there was found marked 
vasospasm which when relieved by paravertebral block 
decreased his discomfort and improved the color of 
his extremity considerably. A bilateral lumbar sym- 
pathectomy was done in stages at weekly intervals. 
The amputated stump promptly granulated and was 
grafted 10 days later with prompt healing. The other 
extremity showed pulsations in the dorsalis pedis and 
posterior tibials and the patient could get around on 
his crutches without discomfort in his extremities. 
He was instructed to stop smoking, which is most 
important in all vasospastic conditions. 

He was seen recently and is wearing his prosthesis 
comfortably and having no difficulty with his other 
extremity. 


Arteriosclerosis Obliterans 

HIS characterizes the largest group with peripheral 

vascular disease. It is more frequently seen in 
older patients; however, an occasional case may be 
seen in the late thirties. Men are more frequently 
affected than women, and diabetes may be a compli- 
cation. The lower extremities are more frequently 
involved, and usually the disease is -bilateral. The 
involved extremities are frequently traumatized and 
do not heal owing to inadequate blood supply. These 
cases are not really the entire responsibility of the 
employer but so far we have not been able to get 
out of accepting the entire responsibility, and it is 
certainly important from the industrial surgeon’s 
point of view to handle them properly and judiciously 
in the light of our present knowledge. Of course, 
the ideal method of management would be to do a 
sympathectomy on a good number of these people 
who have vascular changes in their extremities because 
this would eliminate big problems that we run into 
when trivial injuries occur. However, I dare say few 
workmen who have mild symptoms of vascular dis- 
turbance would be willing to accept operation to elim- 
inate the chances of their losing an extremity from 
trauma. 

CASE VII. This point is well illustrated by the case 
of a 51 year old executive who came to me in August, 
1945, with the following history. For the past five 
years he had had increased difficulty in walking be- 
cause of pain in his extremities. His feet were cold 
at all times to a point where he wore woolen socks 
the year around. He stated that he had seen at least 
10 doctors, who had given him various and sundry 
treatments, all ending up, however, by telling him that 
sooner or later he would have to have both legs ampu- 
tated. 

He was admitted to the hospital and paravertebral 
blocks were done with quite satisfactory results. 
A bilateral lumbar sympathectomy was done in stages 
10 days apart. His relief has been “miraculous,” to 
use his own words. He can now walk comfortably 
for over a mile, and can carry out his usual occupa- 
tion, as well as his hobbies of hunting and fishing, 
with no discomfort. 

Undoubtedly, if the appropriate surgery had not 
been instituted he would have lost his extremities by 
this time. 


Thrombophlebitis with Lymphedema 
HIs is a group of cases that every industrial surgeon 
comes into contact with often. The extremities 
are prone to develop trophic ulcers and eczematoid 
areas. A great majority of such cases will come to 
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the company doctor and say that they struck the leg, 
or give a very good story about an injury. It is prac- 
tically impossible to prove whether or not an injury 
actually occurred, so that we are left with them on 
our hands for treatment. It is often easier to accept 
them and treat them properly than to fight their cases 
only to lose in court and have to accept them after 
grave damage has been done to an extremity. It has 
been our policy to bring these people into the hospital 
at company expense, give them a thorough work-up, 
and, as indicated, do superficial femoral ligations fol- 
lowed by a sympathectomy and the appropriate treat- 
ment of the ulcerated areas which are present and 
which often require excision and skin graft. 

CASE VIII. A case that illustrates this point is a 
man in his thirties who sustained a Pott’s fracture of 
his right leg three years before admission to the 
hospital. The fracture was reduced and a cast applied. 
He developed a severe thrombophlebitis necessitating 
removal of the cast. His fracture healed. He con- 
tinued to have pain and swelling in his extremity. 
This pain and discomfort had gradually increased to 
a point where he was almost incapacitated because 
of it. There was a large trophic ulcer on the anterior 
medial surface of his leg. Pulsations in his dorsalis 
pedis and posterior tibial arteries were not palpable 
through the edema. A right lumbar paravertebral 
block using 1% novocain gave him relief of his pain. 
The extremity became warm and dry. A right lumbar 
sympathectomy was done and he was discharged from 
the hospital in about two weeks. His foot and leg 
were warm and dry. The trophic ulcer was consider- 
ably improved and the edema was decreased by about 
one half. Subsequent examination revealed an excel- 
lent result with the exception that some edema re- 
mains. 

He is getting about comfortably and doing his usual 
work. 


Raynaud's Disease 

HIS condition is more frequently encountered in 

women. However, it has been shown by Christeen,'! 
of the Mayo Clinic, that 21% of their cases were in 
men. It is a functional vasospastic condition. Emo- 
tional stress and exposure to cold seem to act as pre- 
cipitating factors. The upper extremities are more 
frequently involved. The symptoms begin with color 
changes in the terminal digits. The changes vary from 
b'anching to redness and later to cyanosis. Frequently 
these patients are unable to do any fine, manipulative 
work in the event that they are secretaries, book- 
keepers, etc. If the condition is permitted to persist, 
gangrenous changes often take place in the distal 
ends of the digits. It is easily appreciated how such 
digits can be traumatized and the entire blame placed 
on the employer. 

Sympathectomy gives excellent results in this type 
of case. 


Frostbite 

ASES of frostbite are frequently seene by the indus- 

trial surgeon. If properly managed gangrene may 
be prevented along with other residual symptoms. It 
has been our policy, if the case is seen immediately, 
to do repeated paravertebral blocks with other sup- 
portive measures. This has prevented gangrene or 
minimized its development. If the case is seen later 
when gangrene is present and there is marked vaso- 
spasm, sympathectomy will often prove a definite bene- 
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fit in relieving symptoms and in limiting the area 
of gangrene to a minimum. 


Chemical Sympathetic Block 

N THE last few months articles have appeared in 

the literature on the use of tetra-ethyl-ammonium 
either as a bromide or chloride for producing a chem- 
ical autonomic nervous system block. The action of 
the drug was worked out by Acheson and Moe!” and 
since that time Coller, Campbell, Berry, Sutler, Lyons, 
and Moe!® have reported its use in patients. Cooper, 
Robertson, and Dennis,'* from Atlanta, have reported 
its use in experimental animals. We have been using 
the drug at the University Hospital for about a year 
and the results of its use are being reported at the 
November sectional meeting of the Southern Medical 
Association by Drs. Yaeger and Walker who have been 
in charge of this work. From our experience the 
effects of this drug appear comparable to a sympathec- 
tomy. It is probably going to turn out to be better 
than a paravertebral sympathetic block because of its 
ease of use and accuracy. There is, as you well know, 
a fair percentage of error in hitting the sympathetic 
chain when attempting a sympathetic block, and from 
our experience with this drug we have been able to 
get responses after using tetra-ethyl-ammonium chlo- 
ride where we were missing by using sympathetic 
blocks with novocain. In acute traumatic injuries we 
have been giving 20 mg. per kilogram of body weight 
every four to six hours intramuscularly. The results 
have been very encouraging. The drug may be given 
intravenously in 500 mg. doses. The response ap- 
pears in from 20 to 30 minutes and usually lasts about 
two hours. The only undesirable reactions we have 
encountered have been peculiar feelings described as 
pins and needles, drowsiness, and an acid metallic 
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taste, al! of which come on in about 30 to 60 seconds 
and last for two to five minutes. Occasionally in 
marked hypertension there will be a moderate drop 
in blood pressure in about five minutes, but this usual- 
ly returns to normal in 20 to 30 minutes. It is quite 
possible that the use of tetra-ethyl-ammonium chloride 
or bromide will eliminate the use of paravertebral 
sympathetic blocks and will be employed as a diagnos- 
tic method in determining whether or not sympathec- 
tomy will be an efficacious procedure in the individual 


’ ease. 
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Dental Relations in a State Industrial Hygiene Program 


EDWARD R. ASTON, D.D.S., 
Industrial Dental Consultant, Bureau of Industrial Hygiene, 
Pennsylvania Department of Health, 
Harrisburg 


0 THAT there will be no misunderstanding about just 
what is meant by Industrial Hygiene, let me give 
you a definition of this phase of public health activity. 
Industrial Hygiene is the science of keeping the indus- 
trial worker in good health. 

By its application it is possible to guard against 
diseases of occupational origin by removing the causes 
of these diseases from the working environment, or by 
preventing exposure to toxic materials that may cause 
illness. 

Let me remind you that the inclusion of dentistry 
in official industrial hygiene agencies’ programs is an 
innovation of only a few years standing. As a matter 
of fact, in addition to the U. S. Public Health Service, 
I believe only two states, Pennsylvania and Illinois, 
have dentists as full-time members of their industrial 
hygiene staffs. But no industrial hygiene program can 
be complete unless it covers all the aspects of health 
as they apply to the industrial worker and his environ- 
ment: industrial medicine, engineering, nursing, chem- 
istry, nutrition—and—dentistry. Sir William Osler, one 
of the great medical authorities, once said, “The prob- 
lem of mouth hygiene and the care of the teeth is the 
most important of all public health measures. There is 
no single thing in preventive medicine that equals 
mouth hygiene and the preservation of teeth.” That, 
to me, is proof enough that dentistry has its important 
place in any program designed toward promoting bet- 
ter health among our population. 

I have said that dental representation among indus- 
trial hygiene personnel is relatively new and that I am 
one of a few of the profession engaged in that activity. 
Therefore, my remarks on “Dental Relations in a State 
Industrial Hygiene Program” are going to outline for 
you just how we in Pennsylvania are handling the 
problem. 

To accomplish this the subject will be discussed as 
it pertains to each of the following phases: 

1. Relations within our own Industrial Hygiene Unit; 

2. Relations with the Dental Bureau of the State De- 
partment of Health; 

3. Relations with the Pennsylvania State Dental 
Seciety, District Dental Societies and their component 
groups and the dentists that comprise these various 
local, county or component groups. 

4. Relations with Industry. 

5. Relations with Labor. 


ET us take up the first category, “Relations within 

our own Industrial Hygiene Unit.” The Pennsyl- 
vania Bureau of Industrial Hygiene has for sometime 
been concentrating upon expansion of its personnel and 
equipment so that a complete health program will be 
available for the protection of the health of the indus- 
trial worker. Its staff now consists of industrial hy- 
giene physicians, an industrial hygiene dentist, indus- 
trial hygiene nurses, engineers, chemists and other 
technical personnel. The Bureau maintains a central 
laboratory in Harrisburg and branch laboratories and 
offices in Philadelphia, Pittsburgh, Erie, Altoona, 
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Scranton and Williamsport. Services offered free to 
Pennsylvania industries include: (1) consultation on 
the diagnosis and the prevention of occupational di- 
seases; (2) assistance and advice in the organization 
and administration of adequate medical, dental and 
nursing programs in industrial plants, and (3) studies 
of occupational diseases and other conditions affecting 
the health of industrial groups. 

The personnel of each district office is composed of 
engineers, sanitarian assistants and, in the Philadel- 
phia and Pittsburgh districts, of physicians and nurses. 
All districts, through the engineers and sanitarian 
assistants, make periodic visits to all plants or indus- 
tries in their area and also take care of all requests 
and complaints that may be received through the cen- 
tral or district offices originating from that district. 
These visits are classed as: self-initiated, occupa- 
tional disease reports, complaints, and requests. The 
approach to the dental problem in industries is greatly 
aided by the cooperation of these various district offices 
and their personnel. These visits are usually made by 
one of the engineers, who in a preliminary report, ad- 
vises the various sections of the Bureau of the condi- 
tions present. In cases where a complete survey is ad- 
visable, representatives of the personnel of the com- 
bined sections are sent into the plant to discuss the 
problems with the medical department or with man- 
agement usually represented by the personnel depart- 
ment, if there is no medical department. Following 
discussion of the preliminary findings of this group a 
complete health survey may be advised and the neces- 
sary steps planned for its completion. In all such 
efforts the dental section is called upon to play its role 
as one of the guardians of the worker’s health. 

Acting only as a complete unit, with representatives 
of all healing art groups assisting, can a proper evalu- 
ation be made of the industries’ hazards and health 
problems. 

I stated earlier that new equipment, which would be 
of value in making the various studies as planned, had 
been ordered and in some cases already supplied the 
bureau. For the dental sections use in the field a com- 
plete mobile office has been secured including chair, 
lamp, cabinet, x-ray, with mobile processing equipment 
and the necessary instruments for examining em- 
ployees. 

It will be possible to move this equipment into those 
plants where a health study is to be made. 

Also in the process of construction is a fixed focus 
camera frame, equipped with two 500-watt projection 
bulbs for intra-oral photography. There is no question 
in my mind but that there will be many interesting 
cases found in the mouths of some of the workers em- 
ployed in the various industries where studies will be 
made. In order to create a library of interesting slides 
that will be of value in presenting the need for dental 
programs to industry and the professions alike, record 
of these cases will be made by this camera, using col- 
ored film. 

The only libraries of this nature at present are in 
the possession of some of our dental schools and are 
not made available to the profession in general. 
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ie discussing the second phase of this subject, namely, 

“Relations with the Dental Bureau of The 
State Department of Health,” let me say at the outset 
that the dental section of the Industrial Hygiene Bu- 
reau has no connection in any way with the activities 
of the Dental Bureau. The Dental Bureau was estab- 
lished recently, having been created out of the dental 
division of the Maternal and Child Health Division. It 
has been the objective of the Pennsylvania State Dental 
Society the past several years to have all dental activ- 
ities in the Department of Health come under the super- 
vision and direction of a dental bureau and director. 
Recently the Council on Dental Health of the P. S. D. S. 
presented to the officials of our state government a 
public health program in which it was recommended 
that the Dental Bureau include a consultant on indus- 
trial health. After general discussion among officials 
of both groups it was decided to continue the present 
set-up until the mechanics and the practicability of 
such a plan could be worked out. 


ELATIONSHIP with the P.S. D.S., with district den- 
tal societies and their component groups, has 
played a great part in the planning of the industrial 
health program in the Division. It is my firm belief 
that the dental profession, through its various organi- 
zations, must play a great part in the planning of the 
industrial health program and it is to this end that the 
dental section has, in cooperation with the Council on 
Dental Health of the state society, approved and 
adopted a definite program so that it will be uniform 
throughout the state. Furthermore the guidance of 
dental programs in industry must be undertaken by 
the local group where programs are being planned. 

The following is an excerpt from a paper appearing 
in the January, 1945, issue of the Pennsylvania State 
Dental Journal, written by myself, and which explains 
in detail the approach to the dental society problem. 

“It is my opinion that the industry interested in any 
dental program should be familiar with these principles 
(principles as adopted by the American Dental Asso- 
ciation) because they serve as a basis for all contem- 
plated dental programs. They are the approved and 
adopted standards of the local, district and state dental 
organizations, as well as the parent body, the American 
Dental Association, and are accepted by the Dental 
Section of the Division of Industrial Hygiene of the 
Department of Health and by the Division of Indus- 
trial Hygiene of the U. S. Public Health Service. This 
opinion is based on the close alliance of these agencies 
and any program that may be sponsored in industry 
with that of the organized profession, as it is the 
latter group who will be contacted to furnish the names 
of those members of the profession who are interested 
in industrial dentistry in that area. Furthermore, as 
those members of the profession in the area where the 
program for that industry is to be enacted will be 
vitally interested in its successful promotion, great 
stress should be applied for their complete cooperation. 
The following plan could be used on a state-wide basis: 

1. The personnel of the Committee on Industrial 
Dentistry is corhposed of a representative from each 
of the 10 districts in the state and this member should 
be the chairman of all industrial activities in his dis- 
trict. 

2. Each district should be further sub-divided, either 
into county units or into divisions as represented or 
controlled by component societies. 

8. A survey should then be made in each county or 
district area by these committees in conjunction with 
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the Bureau of Industrial Hygiene of the Health De- 
partment. This Bureau has made a complete medical 
survey of all counties in the state and from these 
records valuable information could be obtained. A 
survey has been conducted among all industries having 
a full or part-time medical program for the purpose of 
determining how many industries include dental health 
in their program and what service is rendered. Ques- 
tionnaires were completed by the sanitarian assistants 
in their usual visits and it was interesting to note in 


' the final results how much of a dental health program 


was included in the over-all health program in the in- 
dustries in Pennsylvania. I would like to read to you 
several of these findings: 

(a) Of the 318 plants surveyed only 15, or less than 
5%, offered any type of dental service. It must be re- 
membered that only 318 of the 4,637 plants originally 
surveyed maintain a medical program. 

(b) Dental services provided by these 15 plants 
ranged from unapproved programs to those recom- 
mended by the national and state dental societies. 

(c) The examining personne] did not include a den- 
tist in 96% of all pre-employment and periodic ex- 
aminations. 

4. Upon completion of such a survey, the report 
should be made to county or district dental societies, 
and where available to industrial groups, at which time 
suggestions and plans for dental health programs in 
industry may be provided. 

5. To assist in selecting a dental director for an in- 
dustry, contact should be made with each member of 
the county component group by means of a question- 
naire to determine whether that member would be 
interested to serve industry on a part or full-time 
basis. From this information every member in that 
area could be placed in a certain category, and industry 
could be furnished, upon their request, with a list of 
practitioners available for the type of program they 
wish to include in their over-all health program.” 


‘THE following recommendations have been set forth 

by the Dental Section of the Division of Industrial 
Hygiene for Industrial Dental Programs in the Com- 
monwealth of Pennsylvania: 

1. Industrial dental programs shall have the approval 
of the Dental Section of the Division of Industrial 
Hygiene, Department of Health, Commonwealth of 
Pennsylvania and of the Pennsylvania State Dental 
Society who shall supervise the providing of such 
personnel and equipment as is necessary to carry out a 
complete industrial service. Personnel shall be re- 
stricted to members in good standing in their local and 
state dental societies. 

2. Dental services in the industrial dental program 
shall provide: 

A. Pre-placement and periodic examination and diag- 
nosis. The use of the x-ray is recommended. 

B. Prophylaxis. 

C. Treatment: (a) Emergency: (1) Palliative; (b) 
Occupational diseases and injuries. 

3. A dental health educational program should be 
promoted and employees encouraged to obtain neces- 
sary dental treatment, other than that of an occupa- 
tional nature. The choice of a dentist shall be made 
by the employee. 

4. Uniform-records of findings and treatment shall 
be kept on standard forms for proper evaluation. 

5. Programs requiring services other than those out- 
lined must have the approval of the local dental society 
and this division. 
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These recommendations also have the approval of 
the Council on Dental Health of the Pennsylvania State 
Dental Society. 


Relations with Industry 

HE PLAN of presenting a dental program to industry 

as carried out by our Bureau includes: 

1. Necessity for a program with illustrations and 
argument that industry must concern itself with the 
oral health of workers to protect its investment in 
trained manpower. 

2. A recommended program, embracing the recom- 
mendations as adopted by the A. D. A., P. S. D. S., and 
the Bureau of Industrial Hygiene. 

3. Method of payment. 

4. Cost of operating clinic. 

In the approach showing the necessity for a dental 
program in industry, I quote from an article appearing 
in a recent issue of Occupational Hazards, author un- 
known, “Today, industries’ toothaches are varied and 
endless, with pain, loss of sleep, fatigue and mental 
distraction setting the stage for increased absence 
from work. These neglected and septic mouths are also 
a potential source of costly loss to workers and man- 
agement alike. Thus, with absenteeism and inefficiency 
as major problems in production, the entire approach 
to industrial hygiene must undergo important changes. 
For now, once recognized that the sick worker is a loss 
to management whether he has lead colic or an infected 
mouth, steps must be taken for prevention of recur- 
rence. One of the first steps in the preventive main- 
tenance program must be tooth care. With this thought 
in mind, the dental program is one approach to the 
health improvement of the industrial worker. This 
dental program may be educational, remedial or both. 
However, some form of dental program should be in- 
corporated in the industrial medical program in order 
to bring results of preventive practice to a higher de- 
gree of perfection. If there is to be an improvement in 
the dental health status of industrial workers, certain 
suggestions as to the minimum dental health service 
are offered by the Industrial Dental Committee of the 
Council on Dental Health of the American Dental Asso- 
ciation.” When management can be convinced that 
this investment in trained and skilled labor is great 
enough to warrant the most vigilant care such as that 
given their more expensive, necessary and hard-to-get 
materials, then and only then will an approach to this 
problem be possible. 

Regarding the recommended programs of the na- 
tional, state and health department groups much space 
has been given these and to reiterate them at this 
point would be unimportant. I am convinced that you 
are all familiar with them. 

Items C and D of the aforementioned plan, “method 
of payment” and “cost of operating the clinic” may be 
considered as a single thought. Here is the point that 
must be fully explained to a prospective client. It is 
impracticable to estimate the cost of a dental program 
not knowing the extent of such a program that may be 
desired by management or the number of employees 
that may be involved. Each plant will present a differ- 
ent problem and each problem must be discussed in all 
details with management. Let it be said here, how- 
ever, that the one and the most important thought to 
be transmitted is not that of cost but that of actual sav- 
ing of money, made possible by reducing absenteeism 
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and inefficiency. Again I quote from the article I read 
to you: “The economic value of good dental health 
must not be lost sight of in considering the cost of a 
dental service to industry. Insurance statistics based 
on physical records of 1,000 employees with good mouth 
conditions and 1,000 with bad mouth conditions, se- 
lected at random from their files, showed that the peo- 
ple with bad mouth conditions had a greater incidence 
of ailments which formed the direct or indirect cause 
of other illnesses which resulted in absences from 
work. Current surveys also corroborate this statement, 
revealing an average of over four-and-one-half days per 
employee are lost from work because of toothache or 
some dental ailment. From this figure it is easy to see 
that the dental disability rate is an industrial liability. 
These figures also leave plenty of room for thought, 
and management should be vitally interested in this 
phase of industrial health on consideration, alone, 
that it will assist in keeping employees in fit condi- 
tion to be at work each day. An industrial manager 
has but to sit down with pencil and paper and figure 
out yearly production losses due to absenteeism from 
dental sources and balance them against the cost of a 
dental care program to see how these services can save 
a plant money. Wherever there is complete health 
service, dental and medical, conclusive proof is avail- 
able to show that by controlling dental infection, em- 
ployee lost-time results are materially reduced.” 


Relationship with Labor 

HERE have been several requests for consultations 

with officials of several labor organizations in re- 
gard to the establishment of dental clinics. As a result 
of these I have come to the conclusion that these or- 
ganizations are well versed in the fundamentals and 
possibilities of all types of health programs for their 
members. The direct requests for information in re- 
gard to the establishment of dental clinics were in the 
nature of the establishment of clinics—centrally lo- 
cated for the convenience of their members, and fur- 
nishing complete dental service for members of the 
respective unions at a very minimum fee. It has been 
the policy of our Bureau to discourage such programs 
and to try to convince those interested to adhere to 
the recommendations as presented earlier this after- 
noon, as there is no question in my mind that labor 
fully realizes their possibilities in the health field, and 
it is up to us to help them into the right program rather 
than to discourage them. 


Conclusions 
T° SERVE industry to the greatest extent in any health 
program there must be a close working relationship 
between all sections of an Industrial Hygiene Bureau; 
where there is an established Dental Bureau in the 
State Department of Health, the relationship between 
this Bureau and the section on Industrial Dental 
Health of the Industrial Hygiene Bureau must be 
considered a problem within the state itself. The 
success of any industrial dental health program de- 
pends almost entirely on the cooperation of the state 
dental society, its constituent groups and all members. 
Industry, realizing the necessity of a health program, 
must be apprized of the inclusion of a dental health 
program, and, finally, there must be great effort ex- 
erted to properly advise labor unions of the approved 
programs for their membership. 











Sodium Bicarbonate 


—An Occupational Medical Problem— 


E. W. PROBST, M.D., and F. B. LANAHAN, M.D., 
Arlington, New Jersey 


S ODIUM BICARBONATE rests harmlessly in most medi- 
cine cabinets and provokes little concern. It is 
the purpose of this paper to present observations 
made of this chemical as it is used in the plastics 


industry. Here the lamb has been found to have some: 


wolfish traits. 

Since the physical and chemical properties of sodium 
bicarbonate are adequately described in most stand- 
ard textbooks, no attempt will be made to discuss the 
chemistry of this compound other than to mention the 
following facts. Many investigators are agreed that 
the dry salt, which will also decompose in water, 
will, when heated, decompose into normal sodium car- 
bonate, water, and carbon dioxide. The alkalinity is 
increased by standing, agitation and increase in tem- 
perature. 

In the process considered here, commercial sodium 
bicarbonate which contains no demonstrable amount of 
sodium carbonate, is used as a powder to keep plastic 
sheeting from adhering to itself. Although the pow- 
der is first applied to the plastic sheeting at room 
temperature, it is exposed in some parts of the process 
to a dry heat which may be as high as 190°. All 
samples of the powder taken at various stages of the 
process contained far less than 1% of sodium carbon- 
ate. 

Personnel exposed to the powder in all stages and 
temperatures of the operation were studied by occa- 
sional and annual examinations over a period of nine 
years. These studies included systemic examinations 
supplemented by chest x-rays and urinalyses. Blood 
pressure studies were incorporated in the review ac- 
cording to the system established by Foulger.' The 
total studied was 448, representing exposure periods 
extending from three months to nine years. All were 
men, aged from 20 to 50 years, the majority being in 
the 30 to 50 year group. 

Dermatitis, hair changes and upper respiratory 
symptoms were recognized. No other pathological 
changes were observed and no existing dysfunctions 
were aggravated. 

Employees handling this plastic sheeting when 
sodium bicarbonate was removed from the process 
demonstrated no residual effects which are attributed 
to the powder by this study. 

Dermatitis warrants emphasis, as a review of litera- 
ture failed to reveal references to sodium bicarbonate 
causing skin reactions other than the comments of 
Schwartz and Tulipan who described a similar appli- 
cation of sodium bicarbonate in the plastics industry.” 
These comments indicated released sodium carbonate 
as the irritating factor. As previously stated, the 
amount of sodium carbonate produced by heating of 
sodium bicarbonate in this reviewed process was found 
to be minimal. The skin ulceration and nasal septal 
perforation attributed to sodium carbonate were not 
observed among this reviewed personnel. 


RTY-SIX employees developed an eruption of tho- 
racic and axillary areas and exposed surfaces of ex- 
tremities. This eruption was papulo-erythematous 
reaction, in a few cases extending to exudation and 
crust formation. Perspiration and friction aggravated 


the irritation and scratching superimposed secondar: 
infections in a few cases. The etiology of each case 
was suggested by appearance of the eruption during 
the first few weeks of exposure to this powder. A|] 
but two individuals were carried through to skin 
hardening as observed by Schwartz,? by continuation 
in the exposure and adherence to hygienic measures 
established. The exceptions made no improvement, 
were classified as hypersensitive and excluded from the 
exposure. Individuals developing secondary infections 
required specific treatment in addition to the hygiene. 

Associated with the dermatitis were changes in 
hair coloring and texture. Black hair turned brown to 
brownish red and blond hair was bleached to lighter 
yellow tints. Though texture of hair coarsened and 
it became brittle, no cases of alopecia developed. Co- 
incident with skin adjustment these hair changes lost 
their intensity. A few changes lasted a short time 
after the employee left the exposure but were then 
replaced by normal hair. 

Upper respiratory reactions of sneezing, rhinorrhea 
and dryness of nasal and pharyngeal membrane were 
passing effects apparent with the first exposure and 
re-exposure after temporary exclusion from the pow- 
der. The effects were persistent a few hours at most. 
Slight nasal bleeding was reported by a few indi- 
viduals with initial introduction to the sodium bicar- 
bonate. 

The dermatitis and other effects of the sodium 
bicarbonate powder were minimized and in many 
cases avoided by the use of a preventive program 
similar to that described by Cranch,* McKinley,® and 
others. Good housekeeping, frequent cleaning of the 
work area and machinery, and an efficient ventilating 
and exhaust system greatly reduced the exposure to 
the dust. The incidence of contact dermatitis was 
decreased by supplying coveralls and caps, and encour- 
aging personal cleanliness by providing showers and 
ample washing facilities. Employees who revealed any 
allergy or who failed to become hardened were re- 
moved from the exposure. By means of pre-employ- 
ment examination persons who were found to have 
pulmonary pathology, a chronic skin condition, or 
gave a history of nasal or gastro-intestinal irritation 
were not permitted to work in this area. 

CONCLUSION: Sodium bicarbonate which is con- 
sidered by many to be an innocuous compound has 
been observed to cause contact dermatitis, temporary 
change in texture and color of the hair, and mild 
upper respiratory irritation. No pulmonary or other 
systemic changes were recognized. It is believed that 
the hazardous effects of this compound were minimized 
by an active medical control program. 
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THE RAILWAY SURGEONS MEETING 


(zo peripatetic photographer visited the 58th Annual Meeting of the 
AMERICAN ASSOCIATION OF RAILWAY SURGEONS, at the Palmer 
House, Chicago, November 23-25, 1947, and turned in the “candid- 
camera” snapshots on this page and the next. The newly-elected officers 
are: DR. J. E. M. THOMSON, Lincoln, Nebraska, President; DR. JAMES W. 
DAVIS, Statesville, North Carolina, DR. RICHARD A. SUTTER, St. Louis, 
Missouri, and DR. CHESTER GUY, Chicago, Vice-Presidents; DR. T. L. 
HANSEN, Chicago, Treasurer; and DR. R. B. KEPNER, Chicago, Secretary. 
The Executive Board, with DR. A. R. METZ, Chicago, Chairman, includes 
DR. J. ROSCOE MILLER, Chicago, DR. MILTON B. CLAYTON, Washington, 
D. C., DR. ROBERT M. GRAHAM, Chicago, DR. A. M. W. HURSH, Philadel- 
phia, and DR. WILLIAM W. LEAKE, Chicago. Five of the papers in this 
issue of INDUSTRIAL MEDICINE are from the meeting. 


Dr. A. R. Metz, Chief Surgeon, Milwaukee Road, Association Dr. A. M. W. 
Executive Committee Chairman, and Dr. F. M. Summerville, Railroad, and Dr. 


retiring President 


Dr. 
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James E. M. Thomson, newly 


elected Association President 








Hursh, Chief Medical Examiner, Pennsylvania 
Robert M. Graham, Chief Surgeon, Pullman 


Company 


Dr. T. L. Hansen, Chief Surgeon, Ellen Latenen, Secretary to Dr. Metz; Gertrude Schrupp, Secretary to Dr. Kepner; 


Rock Island Lines, Association Treas- Mary Driscoll, 
urer 


Dr. C. R. Houchins, Dr. James W. Davis, Dr. Harvey Bartle, and Dr. E. F. Moore 
Pennsylvania Railroad 


Secretary to Dr. 


Dr. 


Hansen 


J. Roscoe Miller, Chief Surgeon, 
Chicago & North Western 
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Dr. E. C. Holmblad, Chicago, and Mrs. Holmblad Dr. R. S. Kieffer, Chief Surgeon, M. K. & T. (Katy), and 
Dr. A. M. W. Hursh 


Dr. John R. Nilsson, formerly Chief Surgeon, Union Pacific; Mrs. Nilsson, and Mrs. T. L. Mrs. F. M. Summerville 
Hansen 


Dr. Fuller Nance, Medical and Surgical Director, B. & O., Mrs. L. Stark, and Dr. James Woodard 
Mrs. Nance 


Dr. Earl Vernon, Chicago, and Dr. Nilsson Dr. Milton B. Clayton, Chief Surgeon, Southern Railway, 
and Dr. R. B. Kepner, Chief Medical Director, C. B. & Q. 
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LETTERS 








Partly Right 
0 THE EDITOR: In the October, 1947, number of 
INDUSTRIAL MEDICINE — (p. 26, 1st col.) — the Hon. 
Mary Donlon writes: “. . . .we might well profit from the 
experience of Switzerland, where for years industrial 
medicine has been a required subject in the curricula of 
all medical schools.” If “industrial medicine” means 
“Accident Surgery” (“Medicine des Accidents”), the Hon. 
Mary Donlon is right. Four among six universities (Gen- 
eva, Lausanne, Berne, Zurich) have, for many years, in- 
cluded in the curricula “Industrial Surgery” (‘Medecine 
des Accidents”). But, if “Industrial Medicine” means, 
as in Europe, “Occupational Medicine” (Medecine du tra- 
vail), only one university (Geneva) has had this in its 
curriculum since 1943, but not until now has there been 
compulsory, as a required subject, a semester course 
of “Medecine du travail,” more precisely, “Occupational 
Diseases.” —L. CAR0ZZI, 
Geneva, Switzerland. 


Future of Industrial Medicine 


T° THE EDITOR: Since you have done me the honor of 

commenting, and not unkindly, on my rceent article 
“A Future for Industrial Medicine” I should like to com- 
ment on your comments. 

I agree with you most heartily as to the importance 
of defining the terms “industrial hygiene,” “industrial 
medicine,” etc. In my teaching of these subjects I define 
industrial medicine as the broad field which is concerned 
with all of the health problems of employed persons, 
and industrial health as the objective of industrial medi- 
cine. In other words, industrial health is the end and 
the practice of industrial medicine is the means. Indus- 
trial hygiene I consider to be that sub-division of in- 
dustrial medicine which deals primarily with the pre- 
vention of illness, occupational or non-occupational, 
through methods applied to the working environment 
or to the employed individual. Industrial safety I con- 
sider to be synonymous with accident prevention, and in- 
dustrial sanitation to be concerned principally with house- 
keeping, water supply and waste disposal. 

I agree with you further that industrial health pro- 
grams must be “tailored”? to meeet individual needs and 
that no fixed formula can be expected to apply to all 
establishments. 

My feeling about the American Medical Association 
is that it has taken a very unrealistic point of view in 
regard to the activities of the plant physician. In August, 
1946, the Secretary of the Council on Industrial Health, 
at.a public meeting, stated, “As we see the trend at the 
present time, the industrial physician will have relatively 
little responsibility in the remedial field. His true func- 
tions will lie more in the direction of public health ....” 
He then goes on to say, “The care of the disabled under 
this arrangement will be much more completely dealt 
with, we feel, by qualified physicians and surgeons, with 
consultations as the case requires.” Does this mean that 
the industrial physician is not qualified to treat injured 
workers? 

In the “Essentials of Approved Residencies and Fel- 
lowships,” prepared by the Council on Medical Education 
and Hospitals of the A.M.A., that section which deals 
with occupational medicine prescribes the physical re- 
quirements of an industrial medical department accept- 
able for in-plant training. Although these requirements 
are spelled out in considerable detail, no mention is made 
of a general treatment room. This may have been an 
oversight, but in my opinion it is in consonance with the 
previously expressed view that the industrial physician 
“should assume a public health function and act as a 
ease finder for the private physician and specialist 
through whom the direct remedial service should be ap- 
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plied.” We all know perfectly well, as you state in your 
editorial, that the industrial physician is expected to and 
actually does treat the bulk of injuries occurring within 
the plant and gives a certain amount of treatment for 
minor non-occupational illnesses. The American College 
of Surgeons recognizes this and approves it. Although 
the A.M.A. states that medical and surgical care are to be 
provided, the statements I have quoted indicate to me 
that the A.M.A. feels that the job of the industrial phy- 
sician is to arrange for rather than actually provide the 
services himself. 

Perhaps I have misinterpreted the position of the 
American Medical Association. If so, I am certain that 
I am not the only person who has fallen into error. | 
think that the cause of industrial medicine would be 
well served if the A.M.A. would redefine its attitude 
in clear and unmistakable terms and in terms which 
are compatible with present-day accepted practice. Fur- 
thermore, I hope that others who are interested in pro- 
gress in industrial medicine will take the time to express 
their views through your columns or elsewhere. 

—LEONARD J. GOLDWATER, M.D., 
Professor of Industrial Hy- 
giene, Columbia University 
School of Public Health. 
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Eve on Fractures 

Jy ANnacox ON FRACTURES, by DUNCAN Eve, JR., M.D., 
F.A.C.S., Associate Professor of Surgery, Vanderbilt 

University Medical School, Surgeon-in-Chief, Nashville, 

Chattanooga, and St. Louis Railroad, etc., in collaboration 

with TRIMBLE SHARBER, A.B., M.D., Attending Surgeon, 

St. Thomas Hospital, Nashville, Tennessee. 


From the press of C. V. Mosby Co., of St. Louis, comes 

this first edition of a 264-page work dealing pre- 
eminently with the treatment of fractures, as distin- 
guished from lengthy discussions of signs and symptoms 
of fracture. 

The book is profusely illustrated, is printed on a good 
quality of gloss paper, and should prove a valuable ad- 
dition to the fracture shelf of any traumatic surgeon. 
The 18 chapters are for the most part given over to spe- 
cific locations—thus, “Ribs and Sternum,” “Clavicle and 
Scapula,” and so on through the skeletal anatomy to 
“Bones of the Foot,” and, finally, “Bones of the Face.” 

The dedication is to DUNCAN EVE, SR., M.D. (1853-1937), 
and it is no doubt from this source and from his students 
at Vanderbilt, and their “cordial response to my lectures 
for many years” that the inspiration for this labor de- 
rives. 

The first 25 pages are consumed in terse discussion 
of methods of immobilizing fractures, open reduction and 
fixation methods and compound fracture handling at var- 
ious time intervals. From this point on the book deals 
with problems in specific locations and presents for each 
fracture a most acceptable if not the very latest procedure 
for reduction and retention in position for healing. In 
fractures about the shoulder it is apparent to the reader 
of the chapter that the author is keenly aware of ulti- 
mate function and age factors, and, as elsewhere, recom- 
mends a common sense approach. Here especially has 
he applied the dictum occurring in the Preface: “There 
is no wrong way of treating fractures so long as success 
is achieved.” 

The fact that Roger Anderson, Stader and a few other 
fracture surgeons are not given space in this volume 
will not offend, although it would have added prestige 
had the author taken the reader a step or two beyond 
Boehler in the care of os calcis fractures. The author’s 
own forceps for grasping the toes in reducing metatarsal 
fractures is an ingenious device, and one to exploit in 
one’s own work. 
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EVE leaves little to be desired in the manner of pre- 
senting the fractures common to each location, and in 
outlining their conservative treatment. The surgeon who 
possesses this book is indeed fortunate, and his reference 
to it will often be rewarded by a suggestion of great 
value gleaned from a large experience. 

EpWARD P. HELLER, M.D. 


Employees Are People 


MPLOYEES ARE PEOPLE—WHAT MANAGEMENT OWES THEM 

AND WHAT IT DOES FOR THEM. By HARRY KING TOOTLE. 
McGraw-Hill Book Company, Inc., New York, (350 
pages), 1947. 


NE of the more than 25 books already published in 

McGraw-Hill’s Industrial Organization and Manage- 
ment Series, “Employees Are People,” by the Personnel 
Director of the New York Times, is written for those who 
wish to know about the pitfalls, the annoyances, the dis- 
appointments, the gratifications, and the occasional tri- 
umphs of the personnel director as he works with people 
and for people. Its principal chapter headings show how 
it is presented for those who are developing or taking 
over—without previous experience—personnel director- 
ships: You Get the Job; You Survey the Job; The Appli- 
cant; The Hiring Interview; Testing; Your Staff; Bosses 
and Phony Bosses; Getting the Employee Fitted to the 
Job; Extra-curricular Troubles of Employees; Running 
the Sideshows; Unions; Training; Money Matters; Mea- 
suring the Job and the Employee; Moving Across, Up, 
Down and Out; Foremen; Putting out the News; Person- 
nel Budgets; Directives—Laws and Lawyers; Women; 
and Morale. 

Experience, not theory, makes this a guidebook for 
career personnel people. The style is conversational— 
just as if the author were in his living room tipping off 
the newcomer in the personnel field on what to expect, 
what to put up with, and what to point towards. Advice 
is given on the daily job of the personnel department in 
common language. Some examples: on personnel depart- 
ment administration—“A personnel department is like a 
firehouse. There are times when (the firemen) must polish 
the brass on the engine.” On the old-time Big Boss— 
“He has been skimming the cream of a continent and not 
thinking how thin was the milk he was leaving for his 
employees.” On the loan shark—“I now call down a male- 
diction on the most despicable breed of all that prey on 
the frailties of human beings.” On the married employee 
whose love turns sour—‘You never learn about it until 
it has reached the clabber stage.” On bolstering group 
morale—“Honest publicity—it kills disgruntlement as 
sunlight kills bacteria.” 

For the author the two pillars on which a personnel 
program is built are selection (including placement) and 
training. These and related subjects, such as interview- 
ing, reference checking, hiring, induction, testing, pro- 
moting, employee and foreman rating, and terminating, 
receive the most emphasis and space in the volume. Color- 
ing all discussions is the author’s basic creed, “I devoutly 
believe that the ideal employer-employee relationship is 
an inverted pyramid balanced on just one thing—justice.” 
Without the moral symmetry that renders justice to stock- 
holders, management and employees, any human relations 
program becomes a sham. 

Paternalism towards employees is criticized. So is too 
much eagerness by management to promote certain side 
show activities that fall outside the main tent of selection 
and training. Recreational activity, for example, 
MR. TOOTLE feels is best initiated by the employees them- 
selves rather than by the personnel department. One of 
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the “side shows” is the medical department, and it is this 
section of the book that will be most controversial in th« 
minds of readers of INDUSTRIAL MEDICINE. One letter t 
the editor called it “vicious” writing, and it provoked 
editorial comment in the October, 1947, issue. 

Of the 350 pages in this book, only seven (pages 13! 
to 138) deal with the medical department. (Strangely 
even less space is devoted to industrial hygiene and safety) 
—these subjects being touched on briefly under unrelate: 
headings in several other parts of the volume.) Th: 
author charges into the medical service with both arm 


‘ swinging. “No activity or service under your jurisdiction 


is so misunderstood and so vilified as the medical depart- 
ment ... .Most of all, the members of the medical staff 
are at fault (for its unpopularity) because they are so 
unbearably ethical and strait-laced and sometimes stuffed- 
shirted.” The atmosphere of secrecy, the disregard of 
the common interests that the medical service has with 
other personnel programs, the refusal to reveal to a new 
employee his examination findings (because only “your 
family physician” is entitled to them), are vigorously 
attacked. “Horse feathers! Many persons do not have 
family physicians. Why make the new employee dig up 
a doctor and pay him $3 to $5 to pass on the information 
the company doctor could tell him?” After this outburst, 
which will offend some professional readers, the author 
uses the remaining three pages of this section to descrihe 
more constructively a fairly comprehensive plant medical 
set-up. 

Perhaps some of the plant doctors encountered in the 
author’s experience, which has been wide, have fallen 
into the stuffed-shirt category he condemns. Speaking 
generally, and looking particularly at the medical de- 
partments of former years, there were probably many of 
this stripe. Today, however, they are fewer than this 
book indicates. The pointed remarks referred to may 
even be a tonic to the few that remain. They may be 
helpful in that they will put the layman reader on guard 
to avoid such stuffy practices. 

But we are sorry that the author didn’t comment on 
medical departments of the more modern and desirable 
type whose aim is true service to the employee, that he 
wasn’t more specific on what a wonderful personnel job 
(as well as medical) a well-trained nurse can do, and 
how follow-up of physical examinations can be used to 
raise the health of a whole plant. The meaning and value 
of a health program that unifies medical, safety, indus- 
trial hygiene, and absenteeism activities, deserve fuller 
treatment, we feel, than is given in this book. The acid 
remarks may be somewhere appropriate, but they should 
be complemented by a more balanced approach—especially 
since this is admittedly a book for the beginner in per- 
sonnel work. 

The book spends little time on the details of personnel 
procedure, sample forms, typical records, paper work, 
illustrative rating scales and the like. Nor is it specific in 
telling how to do the several jobs that personnel depart- 
ments inaugurate and carry on—although the author is 
in favor of them. This procedural material, however, 
may be found in other personnel books. MR. TOOTLE bridges 
the gap between the usual cold textbook and the intangible 
how-to-get-on-with-people rhapsody. He sets the stage 
for the thinking of the new man in personnel. From his 
own experience he suggests fundamental aims of man- 
agement and basic rights of individuals. What the book 
lacks in specificity it makes up in philosophy. Special 
credit is deserved for his final chapter, one on morale. 
It is this type of subject matter that is handled best, and 
from which the reader derives most satisfaction—although 
some of the industrial medicos may stop short at page 138! 

—W. G. HAZARD. 
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Personal 
R. KENNETH D. SMITH, a fellow of the A.A.I.P.&S., 
formerly with the Ethyl Corporation Medical De- 
partment at Baton Rouge, Louisiana, is now associated 
with the Cadillac Motor Car Division of General Motors 
Corporation, in Detroit, Michigan. 


R. LEWIS J. GRAHAM, formerly associated with the 
Corning Glass Works, Corning, New York, recently 
resumed private practice. 


R. EDWARD MCNAMARA, formerly of Chicago, is now 
located at the Industrial Center Hospital at Hannah, 
Wyoming. 


T= fifth postgraduate course in Industrial Medicine is 
being given by the Long Island College of Medicine 
March 29 through April 9, 1948. Write to DR. THOMAS D. 
DUBLIN, Professor Preventive Medicine and Community 
Health, at 248 Baltic Street, Brooklyn 2, New York, or 
to this Association for full details. 


Pnornsson J. A. KRAL, of the Department of Medicine, 

Charles University of Prague 11, Vladislavova 15, 
Czechoslovakia, spent some time at the A.A.I.P. &.S. as- 
sociation offices inquiring about the American way of 
doing things. It was a pleasure to exchange ideas with 
this gentleman from Europe. 


WE LEARNED recently of the death of DR. KINGSLEY 

ROBERTS, of New York City, November 21, 1947; and 
of the death of DR. JAMES SPALDING, of Muncy, Pennsyl- 
vania, on July 17, 1947. 


January 5, 1948, Meeting of the Board of Directors 


R. BROWN called this meeting for Cleveland at the 

time most of our officers and directors would be at- 
tending the Congress of Industrial Health meeting. It 
started at 4:00 P.M., recessed for dinner, and continued 
thereafter until 11:30 P.m., Much of importance was 
considered and acted upon. Those present were OFFICERS 
HENRY BROWN, HAROLD VONACHEN, A. H. WHITTAKER, FRED 
SLOBE and E. C. HOLMBLAD. Directors present were DOCTORS 
FRANK GRIFFIN, OSCAR SANDER, LOUIS DANIELS, ROBERT GRA- 
HAM, ADOLPH KAMMER, and F. E. POOLE. Past-Presidents 
DANIEL LYNCH, LOYAL SHOUDY and T. LYLE HAZLETT also 
attended. DR. J. DANIEL WILLEMS, Chairman of Workmen’s 
Compensation Committee, was present, and STEPHEN HA- 
Los, Director of Exhibits, was also present to report on 
the Boston Meeting progress. 

Minutes of the October 12, 1947, meeting were read 
and approved. The Treasurer’s and Managing Director’s 
reports were presented, accepted and filed. This year 
the home office has assisted in the preparation of the 
component society bills, the invoices as well as envelopes 
being run through our addressograph plates and pre- 
sented to the component society secretaries and treasurers 
for checking and mailing. This service has been appre- 
ciated by the component society secretaries and officers. 

Our membership roster was made up on December 31, 
1947, as follows: Members, 1516; Fellows, 296; Associa- 
tion Members, 46; Honorary, 23; Total, 1881. 

DR. DON DEAL, DR. WILLIS W. LASHER and DR. 0. S. SOMER- 
VILLE were made Honorary Members. 


Industrial Medicine's "New Look" 
OCTORS HENRY BROWN, FRED SLOBE, E. C. HOLMBLAD and 
H. H. RUBIN, meeting with the publishers of INpUuUs- 
TRIAL MEDICINE on December 19, 1947, came to agreement 


on certain changes in the format and in the arrangement 
of the advertising and reading material of the journal 
for the purpose of improving its appearance. One of the 
changes is the segregation of advertising to pages in 
the front and back of the magazine; others considered 
reduction in page size, new cover design, different make- 
up, and efforts to have articles run consecutively starting 
and ending on individual pages. It was recommended 
that a section be set up to feature news of the AMERICAN 
ASSOCIATION OF INDUSTRIAL PHYSICIANS AND SURGEONS and 
its component societies, for current mention of important 
activities of the Association, and its board of directors, 
committees and component societies. Some of the changes 
will be noted in the current issue and within three or 
four months it is planned to have effected most of them. 
Your comments and reactions as you observe the new 
ideas will be very much appreciated by everyone who 
has been instrumental in bringing them about. 


Conferences and Services 


[Lp uaine December DR. A. G. RINK, Surgical Member of 

the Railroad Retirement and Disability Board, to- 
gether with MR. W. B. CONNELL, Chief of Disability Divi- 
sion, Railroad Retirement Board, arranged for a con- 
ference in the Association offices. Considerable discus- 
sion was had concerning disability rating tables and 
evaluation examinations for disability ratings. Previous 
experiences of the field of industrial medicine are again 
being confirmed. There are throughout the country many 
well trained, highly skilled, competent surgeons who still 
have not acquired the ability to evaluate disability and 
furthermore have not had the training nor acquired the 
ability to write a report describing that disability in 
terms or phraseology that laymen or even headquarter 
staff physicians can visualize or understand clearly. This 
again illustrates that the able and experienced industrial 
physician and surgeon has gained that extra ability to 
write competent and comprehensive reports, such as be- 
come the basis of reliable disability evaluation determin- 
ation. The industrial physicians and surgeons of this 
Association all know how important it is for these reports 
to be adequate and reliable. Of what value is an examin- 
ation by the most outstanding surgeon or diagnostician 
if he fails to write an adequate, reliable and understand- 
able report? This is one of the reasons why training in 
this art constitutes part of the post-graduate training in 
industrial medicine and surgery now being given in many 
medical schools and institutes. 

Along somewhat the same lines came an opportunity 
to aid one of our members who is the Medical Director of 
a large concern in Wisconsin with many branch managers, 
traveling salesmen and offices throughout the country. 
Information was sought as to suitable physicians and 
clinics who could be depended upon to do a comprehensive 
annual periodic health examination of some 150 branch 
managers and executives. The person to be examined was 
given the choice of two or three such examiners to select 
from and the examination was not restricted as to scope 
or detail, and any reasonable additional laboratory x-ray 
or other consultation service was not only approved but 
also urged as desirable to obtain the kind of examination 
that was wanted. Here again this Association had the 
opportunity to be helpful in naming desirable and com- 
petent examiners in these many cities. The Medical Dir- 
ector has expressed his gratitude for this assistance and 
several of the physicians who have done these examin- 
ations have been pleased with the opportunity of doing 
this type of unrestricted health evaluation. 
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COMMENT and OPINION 








Department of Utter Finality 


“eT HE death of an employee automatically ends his em- 

ployment.” (Federal Personnel Manual Chap. § 1-8.) 

—Contributed by James F. Monahan, to Personnel Administration, 
November, 1947. 


Spinal Cord Injuries 


A SEMINAR on spinal cord injuries will feature the mid- . 


western sectional meeting of the American Congress 
of Physical Medicine at the Veterans Administration hos- 
pital, Hines, Illinois, on February 26-27, 1948. Physicians 
associated with Northwestern University medical school, 
the University of Illinois college of medicine, and the 
Veterans Administration hospital at Hines will appear 
on the program, which will be of interest to all physicians. 
Dr. Louis B. Newman, chief of physical medicine rehabili- 
tation service at Hines, serves as chairman of the mid- 
western section of the ACPM. Dr. Charles O. Molander, 
director of physical medicine at Michael Reese hospital, 
Chicago, is secretary. 


Peripheral Neuritis from TNT 

N “An Evaluation of Neurologic Symptoms and Find- 

ings Occurring among TNT Workers” (suppl. No. 196, 
to Public Health Reports), RUDOLPH F. SIEVERS, Surgeon, 
USPHS, concludes: “It is the opinion of the investigator 
that peripheral neuritis rarely results from industrial 
exposure to TNT. The illness when present is limited 
mainly to mild sensory disturbances without objective 
presence of the disease.” 


Industrial Conference on Alcoholism 

NDER the direction of DR. ANTON J. CARLSON, and DR. 

ANDREW C. IVY, a one-day Industrial Conference on 
Alcoholism is being arranged, to be held at the Morrison 
Hotel, Chicago, on Tuesday, March 23, 1948. The morning 
session will deal with the alcoholic employee, the cost 
of keeping him employed, and the question of responsi- 
bility for him from the standpoint of industry, and the 
general and specific phases of alcoholism from the stand- 
point of the community. Other sessions will discuss what 
may be done about the matter, particularly with reference 
to the indvidual alcoholic. The speakers are to be promin- 
ent medical authorities on the subject, together with rep- 
resentatives familiar with both the industrial medical 
and the industrial management aspects of the problem 
as it affects safety, efficiency, absenteeism, and working 
conditions in general. 


Survey in New Jersey _ 
Bcourms, New Jersey, has 12 major industries. The 
greatest number of plants, 18% of the total, manu- 
facture iron and steel products. The largest group of 
workers is in the electrical machinery products and ap- 
pliance industry, whcih accounts for 49.5% of the indus- 
trial population. Nearly half of the plants studied employ 
less than 25 workers, while 25% have 100 or more em- 
ployees. In several instances the number of employees 
exceeds 1,000. Occupational exposures to toxic materials 
are fairly numerous, most instances are being controlled 
by satisfactory methods. This information was contained 
in a survey conducted at the suggestion of Health Officer 
Foulk by the Division of Adult and Industrial. Health of 
the State Health Department. All told, 83 plants employ- 
ing 16,128 workers were visited in a 14-month study com- 
pleted in June. Object of the survey was to obtain a 


picture of working conditions by studying materials, 
processes and conditions associated with occupations, wel- 
fare facilities afforded and evaluation of community health 
facilities. The survey stated there is room for improve- 
ment in the maintenance of sanitary facilities provided 
for workers. 


A table showed these percentages of im- 


proper maintenance in plants: Toilets, 18.1%; wash 
ing, 13.2%; drinking water, 9.3%; locker room 5.5% 
No nursing service, full or part time, is provided fo 
22.2% of industrial employees scattered in small plants 
“It is evident,” the report says, “the plan of providing 
part-time in-plant nursing service for small plants 
through utilization of part-time services from local visit 
ing associations should be brought to the attention of 
industrialists.” Physical examinations in most of the 
plants were pre-employment examinations, the report con- 
tinues, and not pre-placement examinations, which would 
be fitting the worker to the job. Examinations for ex- 
posure to such materials as lead, mercury and inorganic 
dusts containing silica are not being made, according to 
the study. —Newark, N. J., 


Consolidated Edison Blood Bank 


Caner Edison Company of New York, Inc., has 
mailed to its employees a 31-page illustrated booklet 
outlining in detail its medical services, which are directed 
by DR. J. J. WITTMER, Assistant Vice-President. Of par- 
ticular interest is the fact that Edison has added a blood 
bank service, which is available for employees, their wives 
and dependents. Blood of the correct type and Rh factor 
is delivered when required by the Blood Bank of Queens 
County, Inc. The employee using the service is expected 
to replace the blood within 90 days, personally or by a 
substitute. Medical care for Edison employees is an old 
story which started in 1902. Beginning with a few doctors 
and a limited service, the medical program kept expand- 
ing into today’s comprehensive plan. Most of the costs 
have been met by the company, with employees paying 
a share through their dues to the Mutual Aid Sick Benefit 
Fund. The plan provides ward care in one of 21 affili- 
ated hospitals in the four boroughs, as well as the ser- 
vices of associated physicians or surgeons. Employees 
may ask for the doctor of their choice. Edison’s program 
is largely the result of the aggressive and far-seeing 
guidance of DR. WITTMER, who is a firm believer in the 
“dollar and cents” value of protecting the health of the 
worker. “I cannot believe for one minute,” he says, 
“that medical care costs one cent more than it should. 
Our citizens have pride and are willing to pay for their 
medical care if the way is opened for them to do so on 
a basis that is within their means, and in a way that 
will allow small payments regularly and consistently. I 
firmly believe, however, that most people are primarily 
interested in obtaining good medical care, prefer to obtain 
it on a private enterprise basis, and are willing to pay 
for it on a pre-installment plan. Preventive care costs 
should be included in every constructive and durable medi- 
cal insurance plan. It is what our people desire, it is 
what they are clamoring for, and it is our duty to supply 
it.” —“Health on the Job,””’ November, 1947. 


Union Carbide & Carbon Gives $50,000 


— H. HAGGERSON, President, Union Carbide and Car- 
bon Corporation, to Chancellor Chase, New, York Uni- 
versity-Bellevue Medical Center Fund: “Dear Chancellor 
Chase: It gives me real pleasure to tell you that Union 
Carbide and Carbon Corporation and its subsidiaries de- 
sires to give $50,000 to the New York University-Bellevue 
Medical Center. A check for that amount is attached. 
This gift is a concrete expression of our faith in the 
plans of the College for this great Medical Center.. It 
comes to you without restriction regarding the manner 
of its expenditure. We hope you may see fit to apply it 
to the Institute of Industrial Medicine and particularly 
to the establishment of the Laboratories of Industrial 
Toxicology and Industrial Physiology. These units natur- 
ally evoke our special concern and interest because they 
will not only serve industrial concerns through studying 


Evening News, December, 1947. 
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the effects of the chemical products on the people en- 
gaged in their manufacture and use, but will also explore 
the effects of various working conditions. Our interest 
in the Center extends beyond this. We feel that a com- 
pany like ours with large plants at widely separated 
locations will profit from drawing on the Center’s medi- 
cal resources for the benefit of our employees in all the 
communities in which we operate. We are mindful that 
the cost of establishing and maintaining essential medical 
services has recently increased sharply and that many 
large private gifts on which medical schools depended 
are no longer available. Industry, we believe, should share 
with foundations and individuals the cost of creating and 
sustaining the facilities which modern medicine demands. 
We welcome the opportunity the Fund gives us to ex- 
press through our gift both the element of enlightened 
self-interest and genuine concern for the welfare of the 
community —on whose health and prosperity all of us 


in business ultimately depend.” 
—The Medical Advance, December, 1947. 


Mobile Phones for Nurses 


B= Telephone Company of Montreal has equipped 
company cars used by their travelling nurses with 
mobile telephone sets. The same system is used in the 
Toronto office. Thus nurses can be reached in their cars 
by telephone at any time should the office wish to route 
them to a special destination, and at the same time they 
are able to call ahead to their next assignment, thus 
obviating lost time and effort. Disclosure of the arrange- 
ment came recently in an address by J. M. Brace, vice- 
president of the company, at the 27th annual meeting 
of the Health League of Canada, Industrial Health 
(Canada) reports. The company maintained well-equipped 
medical centers at London, Toronto, Ottawa and Mon- 
treal, with others planned for Hamilton and Quebec City. 
Approximately 65% of the employees are located in those 
cities, and at the present time a medcial staff of 10 
physicians — three full-time and seven part-time — and 
19 qualified nurses cover the medical centers. During the 
current year monies disbursed to the company’s employees 
to cover salaries and wages paid during sickness ab- 
senteeism will be in the neighborhood of $40 per employee. 
During the same period, the cost of operating the com- 
pany’s medical department, together with fees paid to 
medical examiners, will represent approximately $5 per 
employee. —Health on the Job, No. 8, December, 1947. 


Macy's Medical Program 


ae the nucleus of a medical program, which paid 
its first medical adviser the munificent sum of $50 
annually, Macy’s New York store today has a medical 
staff of approximately 54 persons, with five doctors on 
continuous duty to care for 12,000 regular employees. 
Macy’s medical program had its beginning in April, 1885, 
when its employees formed the Mutual Aid Association 
and hired a DR. MC CRACKEN as its adviser although, for 
some unaccountable reason, the good doctor was also 
superintendent of delivery for the store, a fact which 
even DR. MICHAEL LAKE, present medical director, is un- 
able to explain. Records of the association also show 
that it dutifully provided for “two ladies and two gentle- 
men, who shall visit disabled persons unless the disease 
is contagious.” Today DR. LAKE’s department takes care of 
the medical needs of about 300 employees and 11 customers 
a day, but acts only in an advisory capacity to the Mu- 
tual Aid Association, from which it was divorced in 1945. 
The department now is a part of the personnel branch, 
with which it works closely in watching the health of 
a working force that sometimes reaches a total of 20,000. 
Indicative of the cooperation maintained with personnel 
are the various home visiting services, with visits by 
nurses if indicated by a social service worker. Thus home 
environmental factors undergo investigation in so far as 
they might affect individual worker health. To assure 
maximum attention to its activities, the medical depart- 
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ment sponsors a continuous educational program through 
company publications, bulletin-boards and pamphlets. A 
recent nutrition exhibit attracted widespread attention 
throughout the store. Individual hygienic advice is made 
an important aspect of all annual health examinations. 
Chiropody is an important phase of his department’s 
activities. Allergies also come in for major attention. 
“Unlike many other medical departments,” DR. LAKE said, 
“ours is in reality a double responsibility —to the em- 
ployee and the customer. Two wheel chairs are main- 
tained on each floor at all times for emergency use. In 
1946 we took care of 3,000 such emergencies, including 
many heart cases. Respiratory diseases continue to be 
the major cause for sick absenteeism among employees.” 
Macy’s dental clinic is also fully equipped for employee 
use, with fees dependent upon individual salaries. Pro- 
ceeds are donated to the Mutual Aid Association. 

Health on the Job, No. 8, December, 1947. 


Social Security Fraud 


N THE meantime the Harness subcommittee is continuing 

its skillful probe of the Federal Security Agency. It 
has descended on the files of the Social Security Adminis- 
tration unearthing letters and othtr documents which 
demonstrate how closely the Bureau of Research and 
Statistics worked with the newspaper PM, with lobbying 
groups, union officials, and the International Labor Or- 
ganization. These several investigations will not be com- 
pleted until early in the next session of Congress. In 
addition, the Senate hearings on health legislation will 
be resumed in January. Isidore S. Falk, director of the 
Bureau of Research and Statistics, will be recalled to 
continue testifying on his activities as leader of the na- 
tionalization movement and as the most active Federal 
lobbyist for compulsory sickness insurance. For the first 
time it seems likely that there will be brought into the 
open the full story of the effort of a handful of Federal 
officials to grab control of vast Federal trust funds and 
to establish a welfare state in the United States. Until 
the activities of these officials are fully aired and the 
law has been invoked against them, there is small chance 
of any true cooperation between the states and the Federal 
government in working out a genuine national health 
program. The officials now under investigation have not 
inspired confidence; their reports have been discredited; 
the reliability of their interpretations of factual material 
has been challenged at the Senate hearings. Their in- 
tegrity has been questioned. It is a matter of grave con- 
cern to every citizen when a Federal official fails to regard 
a public office as a public trust. It is a national calamity 
when that same official, driven by an overweaning urge 
for power, endeavors surreptitiously to sell state socialism 
to the Congress in the guise of legislation allegedly for 


the general welfare. 
—From “Federal Propaganda for the Welfare State," by MARrJsorir 
SHEARON, Pu. D., in Connecticut State Med. J., December, 1947. 


Traffic in Trivia 
T™ years of experience with New Zealand’s state medi- 
cal service have resulted in “almost universal dissatis- 
faction.” The public hospitals are crowded with trivial 
cases. Ambulant patients are handled at the rate of one 
every five minutes—“like sheep passing through a dip.” 
It is “extremely difficult” to discover a doctor “outside 
business hours or during the week end.” Ethically and 
clinically medical standards have fallen to a low point. 
The cost of security benefits, which have been increasing 
at a great rate, now runs to $139,000,000 annually. Con- 


sidering the small size of the country, this is a tidy sum. 
—Medical Times, December, 1947. 


T= New Zealand plan in brief is that the government 
provides medical care for everyone by paying for 
medical and pharmaceutical benefits according to fixed 
rates. The fee-for-service or “direct claim” system was 
intended by the government to be the standard and 
has been the one chiefly used, though capitation and salary 
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reimbursement have been employed to some extent. Under 
the fee-for-service system the patient signs a form stating 
that service has been rendered and the physician sends 
in the form to the health department and receives 7s 6d 
per service. This is the ordinary arrangement but many 
physicians have used a_ so-called “Refund System” or 
“Token System” which makes the patient add 3s from 
his own pocket, so that the physician nets 10s 6d per 
service. I shall not discuss the arrangements for special- 
ist or laboratory services, but with this brief explanation 


will quote from my informant, a prominent physician in | 


New Zealand, whose name I shall not give because in a 
communication just received I do not have his permission : 
“Under these schemes the doctors have become extra- 
ordinarily prosperous. It is comparatively easy to work 
up a good income almost anywhere except perhaps in 
rural districts where a lot of travelling is still necessary. 
Actual figures of doctors’ incomes are not published, 
but some which are almost fantastic are commonly men- 
tioned in parliament. The highest rewards are obtainable 
under a company arrangement, where the principal can 
pay handsome salaries to juniors and still reap rich re- 
wards. The individual man can make a big income by 
dint of hard work and organization...From the doctor’s 
point of view perhaps it is a good thing that by ordinary 
work he can secure very adequate rewards. ..The empha- 
sis is placed on the number of acts done rather than on 
quality. Indeed we find the doctor personally doing a 
number of trifling things in his practice that ought to be 
done by a nurse or secretary, but are not so done because 
it is worth 7s 6d a time to the doctor, if he does them... 
The poor man’s cough is now as profitable as the rich 
man’s and certain areas both urban and rural, formerly 
poorly served, have now medical men on the spot. So 
far so good, but a further effect is to concentrate medical 
men in the cities as against country districts where 
travelling is greater. ..Moreover, as between general prac- 
tice and specialists, scientific and teaching work there is 
a disproportionate attraction to the former. The patholo- 
gists, radiologists, hygienists and teachers in the pro- 
fession are almost all maintained by salary and are the 
Cinderellas in the financial sense. ..The quality of service 
suffers under the fee-per-service structure with its em- 
phasis on quantity rather than quality. The tendency is 
toward quick superficial work and the avoidance of dif- 
ficult subjects, times and places.” According to the New 
Zealand system the patient pays nothing for pharma- 
ceutical benefits—merely hands in his prescription and 
countersigns it when he receives his bottle. The total 
cost of pharmaceutical benefits has risen steadily and 
now reaches almost fantastic proportions. For the fiscal 
year 1945-1946, the cost to the government for payment 
to physicians was 1,633,514 pounds and the cost to the 
government for pharmaceutical benefits was 1,133,366 
pounds, a figure only one-third less. The enormous pro- 
portions of the expenditure for pharmaceutical benefits 
reveals what must have happened, namely, the doctor re- 
verted to the old method of satisfying the patient in the 
quickest way by giving a prescription. I believe it will 
be difficult now for New Zealand to extricate herself from 
the poor system on which the general practitioners have 


grown fat. 
-~From “Changing Medical Care in Our Changing National Life,” 
by Epwarps A. Park, in Bulletin of the New York Academy of 
Medicine, December, 1947. 


What Price Socialism? 
ON SATURDAY; November 30, daily papers carried a 
United Press dispatch from London which is of 
more than passing interest to the medical profession: 
“Sixty-four doctors and nurses, comprising the entire 
medical staff of two London hospitals, have been given 
dismissal notices for refusing to join a trade union as 
ordered by the Willesden Borough Council, it was dis- 
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closed today. The dismissals became effective Decemh: 
31. Only the medical superintendent will be left to ca: 
for 1900 patients at the Willesden Maternity Hospit: 
if the order is not rescinded. Dr. F. Anderson, reside; 
medical officer at the maternity hospital, said the Counci]’ 
action constituted ‘fantastic flouting of personal fre 
dom’.” Doubtless most American doctors will be incline, 
to shrug off this story with the thought, “It can’t happ« 
here.” It is quite likely that until a few years ago Britis 
physicians, even though they had worked under the pane! 
system, would also have scorned the idea that members 
of the medical profession would ever be forced to join 
a labor union in order to earn their daily bread. The 
fact that the proponents of socialized medicine seem to be 
temporarily licked should not cause us to forget that 
what is happening to our medical brethren in England 
might happen here. November, 1947 


—Pennsaylvania Med. J., 


International College 
Tt Sixth International Assembly of the International 
College of Surgeons will be held in Rome, Italy, at the 
invitation of the Italian government, during the week of 
May 16-23, 1948, under the presidency of Professors Raf- 
faele Bastianelli and Raffaele Paolucci, of Rome, and 
Mario Dogliotti, of Turin. The Secretary of the Assembly 
is Prof. Giuseppe Bendandi, of Rome. Attendance is not 
limited to the membership of the College; all surgeons in 
good standing in their medical organizations are invited. 
Scientific meeetings, scientific and commercial exhibits, 
and visits to the Universities of Turin and Milan have 
been arranged, together with tours to other medical cen- 
ters in Europe. A special exhibit of ancient texts on 
surgery is being arranged by PROF. DAVIDE GIORDANO, of 
Venice, Honorary President, under the active presidency 
of PROF. ADALBERTO PAZZINI, Professor of History at the 
University of Rome. This extraordinary exhibit dealing 
with ancient surgery will be on display in the Valliellcana 
Library in one of the historical buildings of the Vatican. 
Detailed information may be obtained from DR. MAX 
THOREK, General Secretary, 850 Irvin Park Road, Chi- 
cago, 13. For travel information, address the All Nations 
Travel Bureau, 38 S. Dearborn Street, Chicago, the offi- 
cial travel representatives for this Assembly. Those de- 
siring to present scientific papers address DR. KARL 
MEYER, Cook County Hospital, Chicago; DR. HENRY W. 
MEYERDING, Mayo Foundation, Rochester, Minnesota; or 
DR. HERBERT ACUFF, Acuff Clinic, 514 W. Church Street, 
Knoxville, Tennessee. Those from Canada should direct 
their inquiries to DR. LYON APPLEBY, 925 W. Georgia 
Street, Vancouver, B. C. 


Aid for Authors 

ANUSCRIPT SERVICE, INC., an organization devoted to 

ethical editorial service in the field of medicine and 
allied sciences, has been established at 6432 Cass Avenue, 
Detroit 2, Michigan, “to facilitate publications of clinical 
and experimental research, case records and historical 
reviews by providing ethical editorial assistance for 
authors who do not have adequate library facilities avail- 
able, who do not have sufficient contact with the publish- 
ing field, and whose time is limited. To the extent re- 
quested by the author, the service will suggest methods of 
collecting and assembling clinical records and experimen- 
tal data for presentation orally, in papers for journals, 
and in books; suggest organization of the manuscript, 
the format of tables, the types of illustrations; correct 
grammatical and typographical errors in manuscript; 
design and procure charts, graphs, photographs and art- 
work; verify text references to literature; check biblio- 
graphical references; prepare manuscripts of papers for 
publication in specific journals; check galley and page 
proofs against author’s final manuscript; and compile 
author and subject indexes.” 
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HE FOLLOWING, from Convention headquarters, is for guidance in applying for hotel accommo- 


dations: 


Convention Dates 


March 27— March 30 American Conference of Governmental Industrial Hygienists. 


March 30 — April 2 
March 30 — April 1 
March 31 — April 1 
March 31 — April 4 


Application for Hotel Accomodations 


American Association of Industrial Physicians and Surgeons. 
American Industrial Hygiene Association. 

American Association of Industrial Dentists. 
American Association of Industrial Nurses. 


Make your own reservations with the hotel of your choice in the following form, giving 1-2-3-4 
choices. The hotels of Boston are not demanding a first day deposit to be forfeited if reservation 
is not used as the hotels of some cities are doing. Therefore, these reservations should be respected, 
used, and, if plans change, notify your hotel immediately of your change in plans. It will be neces- 
sary for many of our guests at this convention to double up. Therefore, pick your roommate and 
make your reservations together on the same application. Should there be any change in the time 
of arrival be sure to wire or telephone the Assistant Manager, as reservations will only be held 


until 6:00 P.M. 


If accommodations at the hotel of your first choice are not available it will be referred to your second 


choice hotel, etc. 





Please make the following hotel reservations for the 1948 convention: 
Type of Reservation desired: 


Single Room ___ 
Rate: From $ 
Date of Arrival: _ = 


Time of Departure: - 


Names and addresses of persons to occupy these Reservations: 














First Choice Hotel: _ 
Second Choice Hotel: - 
Third Choice Hotel: 
Fourth Choice Hotel: _ 


> (a _ 


__.. Double Bedded Room______---_-__ Twin Bedded Room 
SS — 
[— Eee 2 eee 
Geeiectsiate {~~ . 


P.M. 
P.M. 


State - 








Address to Write: 


Park Square 

Boston 17 

Han. 2000 
HOTEL TOURAINE 

62 Boylston St. 

Boston 12 

Han. 3500 


COPLEY SQUARE HOTEL 
47 Huntington Ave. 


Boston 16 

Ken. 9000 
HOTEL LENOX 

Exeter St. 

Boston 16 

Ken. 5300 
HOTEL BRADFORD 

275 Tremont St. 

Boston 16 

Han. 1400 
HOTEL MANGER 

North Station 

Boston 14 

Cap. 2600 


Accommodation From: - To: 
HOTEL STATLER (Headquarters) 


Hotel Information 


Address to Write: 
HOTEL BELLEVUE 
Doubles 6.50- 12.00 21 Beacon St. 
Twins 7.25- 15.00 Boston 1 

Suite 14.95 - 35.50 Cap. 2900 
Singles 4.00- 600 HOTEL KENMORE 


Doubles 6.00- 9.00 Kenmore Square 
Twins 7.50- 9.00 Boston 15 

Suites 14.00- 16.00 Ken. 2770 

Singles 4.00- 5.00 THE PARKER HOUSE 
Doubles 6.00 60 School St. 

Twins 7.00 Boston 7 

Suites 10.00- 14.00 Cap. 8600 


Singles 3.75- 5.00 THE SOMERSET 


Doubles 5.50- 6.50 400 Commonwealth Ave. 
Twins 7.00 Boston 15 
Suites 10.00 - 16.00 Ken. 2700 


Singles 4.00- 6.00 HOTEL PURITAN 
Doubles 6.00- 7.00 
Twins 6.50- 8.00 
Suites 12.00- 14.00 
Singles 3.85- 5.50 
Doubles 5.00- 7.50 
Twins 5.50- 7.50 


Boston 15 

Ken. 1480 
HOTEL SHERATON 

91 Bay State Road 

Boston 15 

Ken. 2960 


390 Commonwealth Ave. 


Singles 
Doubles 
Twins 
Suites 
Singles 
Doubles 
Twins 
Suites 
Singles 
Doubles 
Twins 
Suites 
Singles 
Doubles 
Twins 
Suites 
Singles 
Doubles 
Twins 
Suites 
Singles 
Doubles 
Twins 
Suites 


Accommodation From: - To: 


4.00- 6.00 
6.00- 8.00 
7.25- 10.00 
12.00- 15.00 
4.00- 6.00 
6.50- 8.50 
6.50- 8.50 
10.00- 12.50 
4.00- 6.50 
6.25- 8.50 
7.50- 10.00 
14.00- 16.00 
5.00- 9.00 
7.00- 11.00 
7.00- 11.00 
10.00 - 20.00 
4.40- 6.60 
6.60- 8.80 
9.90 
13.20- 17.60 
4.00- 4.50 
7.00- 8.00 
7.00- 8.00 
7.00- 16.00 








Page 34 


INDUSTRIAL MEDICINE 


January, 1948 


INDUSTRIAL MEDICINE 


EXECUTIVE, EDITORIAL, AND PUBLICATION OFFICES: 605 NORTH MICHIGAN AVENUE, CHICAGO, ILLINOIS 


Editor: Cc. 0. SAPPINGTON, M.D., DR. P.H. 


Associate Editors: 


HENRY S. BROWN, M.D. © JAMES T. CASE, M.D., F.A.C.S * JEAN S, FELTON, M.D. * LYDIA G. GIBERSON, M.D. 
IRVING GRAY, M.D., F.A.C.P. © EMERY R. HAYHURST, M.D. © EDWARD C. HOLMBLAD, M.D., F.A.C.S 
RUTHERFORD T. JOHNSTONE, M.D. * ROBERT T. LEGGE, M.D., F.A.C.S. © CHRISTOPHER LEGGO, M.D. 
OSCAR L, LEVIN, M.D. © CAREY P. McCORD, M.D. * WM. D. McNALLY, M.D. * M. N. NEWQUIST, M.D. 
OSCAR A. SANDER, M.D. © FREDERICK W. SLOBE, M.D., F.A.C.S. 


ESTABLISHED 1932 


Publisher: a. p. CLoup 





Volume 17 


JANUARY 1948 


Number 1 





“Quo Vadis Securitas?” 


a is grave concern among those who have 
an over-all picture of industrial safety as to 
the future of the now time-tried methods of at- 
taining it. The fact that, in general, there has 
been no decrease in accident rates since 1932 
suggests that safety measures may have reached 
the point of diminishing returns in so far as the 
inanimate environment is involved. This, of 
course, is not universally the case, as there are 
innumerable smaller situations where little or 
nothing has been done in any sphere, and with 
those the initial steps, when and if they are 
taken, will no doubt be environmental. Possibly, 
however, the broad analysis will now bring into 
sharp focus the practically neglected words and 
the warnings with which the literature of in- 
dustrial medicine has been punctuated on occa- 
sion during the last several decades to the effect 
that the human element is fully as important in 
safety as what it does or whatever it works with. 
QUINBY, MCCONNELL, SAPPINGTON and many others 
have pointed this out repeatedly and at length. 
It is well known to industrial physicians, and it 
should be well known to safety men. The former 
are not in position, however, to do as much about 
it as the latter. The fact that so many of the 
latter have done so little about it may be due 
to their lack of knowledge or to their preoccupa- 
tion with the tangibles of their routine. But 
regardless of the reason, it is now time to edu- 
cate the lay mind to the relationship between 
physical fitness and accidents, between mental 
attitudes and disasters, and to identify and pro- 


vide for — or against — the accident prone. The 
success of any such education, however, will de- 
pend upon two things: one is the ability of the 
teachers to teach; the other is the willingness of 
the learners to learn. It is not true of all safety 
men that “you can always tell a safety director, 
but you can’t tell him much.” Nor is the lag due 
to any marked unwillingness to cooperate. The 
trouble is probably more in the engineering 
mind. Trained in the purely tangible, it lacks a 
certain wider tolerance for the clearly intangible. 
To the medical mind, however, the intangible is 
the everyday encounter. To a certain extent the 
education of the industrial hygienist spans the 
gap between the extremes of the two. The ir- 
reducible minimum in industrial accidents will 
never be reached by concentration on a half-point 
reduction in their statistics of occurrence. But 
it certainly will be more rapidly approached when 
there is enough concentration on the physical, 
mental and emotional condition of the human 
who, after all, in every accident except those very 
rare ones of equipment failure, is the “cause of 
causes” of all misadventures. It is hoped the 
new thought on the subject will take that direc- 
tion. 

When safety gets ready to learn from medi- 
cine, there will be plenty of physicians ready to 
teach. HAZLETT, SHOUDY, VOSBURGH, HIMLER, 
GIBERSON, WATSON, VONACHEN...to mention only 
a few who are ready now—all safety-spirited, 
all capable, experienced, and deeply interested in 
helping safety realize its ultimate possibilities. 
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Z FAST 
@ Dermesthetic Ointment contains benzyl 


alcohol, which works fast but doesn't 
last. So the second agent takes over... 





OVERLAPPING 


@ Phenol offers intermediate relief—with 
moderately prolonged effect. And it in 
turn is overlapped by the third agent... 


: | 


3 PROLONGED 
@ Benzocaine, which has already begun to 


soothe the affected areas, continues to 
relieve itching over a prolonged period. 











N 


NEW TRIPLE-ACTION GH RELIEF! 


CUTTER DERMESTHETIC OINTMENT* While not intended as a bactericidal agent, 
gives 3-phase control of pruritus! Acts Dermesthetic Ointment with its benzyl 
fast— medium — slow! It relieves itching alcohol and phenol content is bacteriostatic. 


at once! It prolongs the soothing effect! This bacteriostatic action, in combination 
ree" : * with the quick and lasting relief from 
It minimizes psychic trauma. pruritus, helps to avoid possible infection 


from scratching. 

And here’s the reason why . . . Cutter Try it, won’t you? Clinical samples will 
Dermesthetic Ointment provides three pe sent on request. 
anesthetic properties with overlapping 
action. ‘ *Cutter's trade name for Anesthetic Ointment 

Fast-acting, long-lasting Dermesthetic 
Ointment stops itching caused by poison 
ivy, poison oak, insect bites, industrial rf 
rashes and other pruritic conditions. CU | ER 
Greaseless, it does not dissolve and spread : 
oil-soluble irritants. It can be removed 
easily and will not stain skin or clothes. 














CUTTER LABORATORIES, BERKELEY 1, CALIFORNIA 
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Accident Report to Plant Physician 
Ppaceten : When an employer’s plant 
or contract physician knows that 
an employee has sustained an acci- 
dental injury in the course of his 
work, does that relieve the employee 
from obligation to give other notice 
to the employer, under a workmen’s 
compensation act? COURTS’ ANSWER: 
Yes. The effect of these decisions is 
to charge the employer with construc- 
tive knowledge of what the doctor 
knows—making it obviously import- 
ant that the doctor promptly report 
his knowledge to the employer’s of- 
fice. In a Kentucky case it was de- 
cided that a coal company was suf- 








ficiently notified when its physician 
reported that an employee had 
strained himself in pitching rock and 
lost consciousness until the next day. 
(289 Ky. 501, 159 S.W. 2d 48.) One 
of the numerous cases in which the 
employer was deemed notified of in- 
jury to an employee, regardless of 
whether the plant or contract doctor 
passed the information on, was de- 
cided by the New Jersey courts. (124 
N. J. Law 223, 11 Atl. 2d 61.) Ina 
Louisiana case, a Court of Appeal 
found a special reason for regard- 


ing notice to a plant doctor as being 
notice to the employer, because the 
posted notices 


latter had directing 


One source for... 
DISPENSARY and FIRST-AID EQUIPMENT 


If you now have, or plan to install, a medical department as 


part of your safety program, the A. S. Aloe Company can give 


you valuable assistance. 


Our completeness as one source for 


all types of medical equipment, instruments and supplies is 


evident upon examination of the large Aloe Catalog, number- 


ing 588 pages, containing over 25,000 items. In it you will 
find everything from first-aid kits to full equipment for doctors’ 
offices. Products, for example, such as the Steeline equipment, 


illustrated above, are characteristic of our advanced thinking 


in terms of more efficient, modern equipment. Industries from 


the smallest to the largest look to this one source for every 


medical department need. The national scope of our service 


assures you intelligent, personal assistance in all your problems 


of equipment and supplies. 


Address “Industrial Division,” 


A. S. Aloe Co., for your copy of our complete catalog. 


Al 
1831 


A. S$ . 
General Offices: 





Oo. CcCOMPAN Y 


Olive Street, St. Lovis 3, Missouri 








that accidents be reported to the fore 


man or doctor. (175 So. 134.) How 
ever, there are decisions to the effec 
that although the physician may know 
that the employee suffered from som 
condition, such as headache, the doc 
tor or employer cannot necessarily b 
charged with knowledge that an ac 
cidental injury has been sustained 
And there are Michigan decisions t 
the effect that when a doctor is not 
an employee of the employer, but ren 
ders services on call and on a fe 


basis, he does not become an agent of 


the employer in the sense that his 
knowledge concerning an injured em- 


ployee’s condition is constructive no- 


tice to the employer within the pro- 

visions of the workmen’s compensa- 

tion act. (299 Mich. 1 N. W. 2d 16.) 
—From “Forensic Medicine,”” in Modern 
Medicine, December 15, 1947. 


Going Back to Work 
WENTY-FIVE years of practice in in- 
dustrial dermatology has produced 
experience that frequently ‘clashes 
with papers and books on the subject 
of returning to work. Records in my 
office on industrial patients observed 
over a period of 20 years show that 
about 50% returned to their old jobs. 
By exercising due care they were able 
to work for periods ranging from one 
to five years without a new attack, 
and the new attack frequently follow- 
ed an illness or a vacation. One baker 
has lost no time despite periodic at- 
tacks of baker’s eczema for over 10 
years. His sensitivities have varied, 
at one time being due to the improver, 
at another to cinnamon and later to 
a combination of salt and lard. At 
times the face, hands and arms have 
been involved, but the eruption has 
never spread to other parts of the 
body. Other patients who previously 
presented occupational dermatoses 
have returned to my office with other 
forms of eruption, such as _ sensiti- 
zation due to medication used in the 
treatment of trivial injuries, or sec- 
ondary infection following a slight 
break in the skin. Many occupation- 
al dermatoses arise not from the oc- 
cupational exposure alone but from 
a combination of factors; examples 
of such patients are the man who 
paints at work and also at home, and 
the waitress who works all day and 
then does her housework. Many oc- 
cupational dermatoses would not oc- 
cur but for some intervening factor 
such as those just mentioned, inter- 
current illness and internal medica- 
tion, excessive fatigue or neglected 
injuries to the skin. These lower the 
threshold of resistance, and when the 
patient is relieved and these factors 
have been eliminated, the threshold 
rises and many workers can resume 
their work with impunity. 
—From “Occupational Dermatoses (Ergo- 
dermatoses),”” by JoHN G. DOWNING 


M.D., in New England J. Med., No- 
vember 20, 1947. 

















~~ 
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Beryllium 


ERYLLIUM lungs, a new oecupa- 


tional disease due to inhaling 
dusts containing the metal beryl- 
lium, were described to the Radio- 
logical Society of North America 
by Dr. Stanley A. Wilson, of Sa- 
lem, Massachusetts. He said the 
effects are like tuberculesis and 
that some victims have been sent 
to sanatoriums under the mistaken 
diagnosis of tuberculosis. There 
are two forms of the disease. One 
is acute, from which the victims 
usually recover in a_ short time, 
merely by staying away from the 
metallic dust. The other is chronic, 
for which no certain cure has been 
found. Dr. Wilson reported on 50 
eases of beryllium lungs from one 
place. He said that seven were 
fatal. There is no danger of catch- 
ing this disease merely by being 
near objects made of beryllium: 
Only the fine dusts in manufactur- 
ing processes cause it. The lung 
damage is said to be not mechani- 
eal, like that caused by ordinary 
dusts, but to be due to some un- 
known chemical action of the me- 
tal. 


—New York Journal of Commerce, De- 
eember 4, 1947. 


Poor Eyesight 


TT? Bureau of Industrial Safety 
and Visual Efficiency of Amer- 
ican Optical Company reports that 
a vision check of thousands of indus- 
trial workers revealed that about 
one-third were handicapped by poor 
eyesight. Among 831 workers in one 
plant, the report said, 40% had less 
than normal vision for near seeing 
and 35% had less than normal vision 
for far seeing, while 10% lacked 
ability to use their two eyes as a 
unit, 25% failed in depth perception, 
and 10% failed to pass a color test. 
The report added that in a large 
factory, “57% of workers needing 
visual care wore eyesight corrections 


that were no longer adequate.” 
~Worcester, Mass., Gazette, October 27, 
1947. 


Eye Conservation Program 

A Genes through the Triennial 
4.4 Report of the Union Health Cen- 
ter, International Ladies Garment 
Workers’ Union, 1944-1946, discloses 
a brief description of a thorough- 
going eyesight care program main- 
tained by the Union Health Center. 
In 1945 the Center sponsored an in- 
dustrial eyesight survey to aid the 
worker as well as to evaluate the 
visual requirements for industrial 
efficiency. “A sample testing of 1,704 
workers of varying ages,” said the 
report, “proved that 51% needed 
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cordance with temporary standards 
established.” The report states fur- 
ther, “The survey, in conjunction 
with the eye care benefits offered by 
the locals, stimulated interest in eye 
examinations among the union mem- 
bers, and an avalanche of would-be 
eye patients descended upon the 
Center and swamped its examining 
rooms. A capacity of 1,500 eye exam- 
inations a month was eventually 
achieved and it was possible to dis- 
pense 850 eyeglasses monthly, ground 
according to the high professional 
standards established. However, the 
number of patients requesting serv- 











some vision correction, 17% more had 

vision adequate for their specific | 
tasks but needed correction of vision | 
for distance or for some other visual | 
factor. Only 32% of the workers | 
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ice kept well ahead of the number 
of eye examinations which could be 
performed and appointments had to 
be made weeks in advance. Therefore 
further testing was postponed in 
order to take care of patients need- 
ing immediate attention. Neverthe- 
less the survey work yielded some 
valuable data for use by Center 
physicians in helping garment work- 
ers obtain correct eyeglasses to wear 
at the job. The survey emphasized 
a fact that Center ophthalmologists 
have long known: that eyeglasses for 
workers at machines have to be ad- 


justed to fit the working distance the 





ULTRA LUX ULTRAVIOLET! 


Through these sunless months just ahead, doctors will prescribe more 
ultraviolet than ever before to help erase “ultraviolet deficit". 

You'll want your patients to have the finest in ultraviolet lamps, 
moderately priced, yet emitting highest intensity ultraviolet in the 


therapeutic spectral region. 


That's why we suggest you recommend the Burdick Ultra Lux... . a 


lamp designed for general irradiation . 


. whose hot quartz burner 


emits ultraviolet rich in bactericidal and antirachitic rays... . whose 
construction is as sturdy and well-finished as that of larger models. 


See your nearest Burdick dealer today or write us, The Burdick Corpora- 


tion, Milton, Wisconsin. 





In your home, too, Doctor, why not an efficient ultraviolet lamp? 
Your family will enjoy ultraviolet's benefits this winter through 
the medium of the Burdick Ultra Lux. 


The many physicians who now use the Ultra Lux endorse it. Ask 


one of them. 





tested had adequate eyesight in ac- | | H E BURDICK CORPORATION 
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machine imposes. For example, a 
tall woman would have to bend down 
to her work, and a short woman 
would have to lean back from her 
work, and a stout woman might have 
to hold her head at an unnatural 
angle when all three were required 
to operate identical machines. If the 
eye doctor did not understand the 
working distance at which the work- 
er had to guide her material through 
the machine, he might not be able to 
prescribe the correct eyeglasses to 
enable her to see her worker most 
easily. Incorrect eyeglasses would 
cause a worker who must hold her 
eyes only a few inches from her 
work for long hours to finish the 
day feeling considerably distressed. 
Incidences of muscle imbalance be- 
come higher in people over 40, par- 
ticularly machine operators who 
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work for hours at short distance with 
fixed gaze. If eyeglasses for such 
workers are not prescribed by an 
ophthalmologist who knows the work- 
ing conditions, serious difficulties 
may be created.” The Center’s 
avowed purpose in maintaining its 
eye clinic is to integrate the eye 
problem of the patient with the 
other medical problems which often 
accompany visual difficulties, and to 
reduce visual handicaps to a mini- 
mum for the benefit of the individual 
worker, as well as to maintain in- 

dustrial efficiency. 
—Eye Health and Safety News, Sep- 
tember and Noveember, 1947. 


T= immediate adoption of a pre- 
employment and periodic physi- 
cal examination program was urged 
Monday night by DR. URBAN A. 





For the Coryza Patient . . 


— 6 
oll on trouble 


a 


When a cold strikes and nasal membranes react in 
stormy protest (turgescence, hyperesthesia, etc.) 


“Pineoleum’* Compound’s emollient oils 
frequently bring gratifying relief and 
protection. Gently spreading an adherent, 
oily film over irritated mucosa, it “seals in” 










the natural moisture, without impairing the 
efficiency of mucociliary defenses. While rapid in 
onset, Pineoleum’s protective action long outlasts 
that of many aqueous sprays — and has been 
established, clinically, as perfectly safe for routine 
adult use.'? It is particularly indicated in the 
precursor stage of the rhinitides, in “desert-like” 
climates (common in heated apartments and 

homes) and following treatment with aqueous sprays. 
For the restoration of patent nasal airways, Pineoleum 
with Ephedrine provides a potent, but rebound-free, 


dosage of ephedrine. *Reg. U. S. Pat. OF. 





1 Griesman, B. L.: Arch. Otolaryngology, 39:124, 1944. 
2 Novok, F. J., Jr: Arch. Otolaryngology, 38:241, 1943 


AYBANV 


— 
——— Se 
tenet wane 


PINEOLEUM...... 


PLAIN OR WITH EPHEDRINE 


BAYBANK PHARMACEUTICALS, INC. 


New York 4, New York 
Division of Chesebrough Mig. Co. Cons‘d. 





Formula: Camphor 0.50%, menthol 
0.50%, eucalyptus oil 0.56%, pine needle 
oil 1.00%, cassia oil 0.07%, in a doubly- 
refined base of liquid petrolatum—plain 
or with ephedrine 0.50%. 


Dosage FOrMS: Available in dropper 
bottles; with atomizer set; and as Petro- 
leum Jelly with Eohedrine. 
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SCHLUETER, president of the Medical 
Society of Milwaukee County. pr. 
SCHLUETER addressed a joint meeting 
of industrial nurses and industrial 
physicians and surgeons at the 
Schroeder hotel. Such a program, 
he said, would benefit both industry 
and labor. By placing workers in 
suitable jobs management will re- 
duce accidents and, therefore, pro- 
duction costs. Labor benefits in in- 
creased earning capacity and length- 
ened period of productive employ- 
ment, he added. RICHARD S. FALK, 
of the Falk Corporation, said indus- 
try had no radical plans for its 
medical departments. He pointed out 
that, while industry knew the need 
of a good medical service, “the cost 
of a product will carry only a certain 
amount of load on an employee pro- 
gram. If it is developed much more, 
industry will not be able to handle 
it.” Falk said plans were to “ex- 
tend and improve the current pro- 


gram.” 
—Milwaukee Journal, November 4, 1947. 


Burdick Contour Applicator 
T= January Burdick Syllabus, a 
house publication mailed to phy- 
sicians throughout the country, 
carries a listing of the Burdick 
diathermies in which the Contour 
Applicator is interchangeable with 
flat drum or cable. These diather- 
mies are the SWD 10, SWD 20, 
SWD 25, SWD 52, SWD 70, SWDX 
80, and X 85. On those diathermies 
where a flat drum has been used, 
the Contour Applicator fits the ad- 
justable arm now on the diathermy. 
If the diathermy is not equipped 
with an adjustable arm, Burdick 
can supply both applicator and 
arm. 


Don't Like Freedom 
ly Is NOT surprising that organiza- 
tions which are communist domi- 
nated or have communist leanings 
are 100% in favor of socialized medi- 
cine for America. Realizing that this 
goal cannot be immediately attained, 
they have thrown their weight be- 
hind proposals which, in one way or 
another, would regiment medicine, 
would establish compulsory sickness 
insurance as a Federal undertaking, 
and would create an enormous bu- 
reaucracy with sweeping powers over 
doctors, hospitals and other indi- 
viduals and agencies involved in 
both preventive and curative medi- 
cine. Socialization and political domi- 
nation of medicine are simply one 
plank in the all-inclusive totalitarian 
program for bringing the blessings 
of dictatorship to the United States. 
The ultimate end, of course, is the 
destruction of free enterprise in al! 
businesses and professions. Nothing 
so infuriates the communists and 
their fellow travelers as a free man, 
whether he be a doctor, a laborer or 
a capitalist. It would be absurd to 
say that all the advocates of com- 
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pulsory health insurance are of the 
communist persuasion. Many of them 
have been honestly misled. But, un- 
wittingly, they are serving the total 
itarian cause. The best defense 
against dictatorship at home is im- 
placable resistance to the further 
extension of governmental responsi- 
bility and power. The polls indicate 
that the majority of the people are 
against compulsory health insurance. 
Voluntary plans for prepaid medical 
care are now available to most of 
the population and are being rapidly 
extended. We are solving our medi- 
cal care problems without descending 
into the abyss of collectivism. 


—West Orange, N. J., Chronicle, No- 
vember 6, 1947. 


Nutrition and Health 


ry ADEQUATE dietary history is dif- 
ficult to obtain, and yet it re- 
veals a great deal about the nutri- 
tion of the patient. In the future, 
customs may change as they have in 
the past hundred years—fresh fruit 
is vastly more abundant today, and 
red meat is rarer. Greater attention 
should be paid to dietary histories 
and to the importance of the effects 
of food. One cannot feed by pure 
chemistry—the diet may be varied 
and yet deficient. A patient may be 
ashamed to admit that his diet is 
poor. This may be due to eccentri- 
city, lack of teeth, or ignorance, and 
the role that such difficulties play 
must be appreciated. One must dis- 
tinguish between what the commu- 
nity has to eat and what the indi- 
vidual has. The patient may be a 
fussy, finicky eater and may say 
about certain foods if the question is 
brought up, “The family have them 
but I do not eat them.” Indeed, so- 
cial adjustments may be vital before 
the correct food has been obtained or 
digested. It should be remembered 
that to order a diet is one thing but 
to cure a patient is another. A proper 
diet of natural foodstuffs is all that 
is necessary for prevention of most 
diseases caused by faulty nutrition. 
It must also be realized that little is 
known about optimal nutrition as 
opposed to usual nutrition. The 
former should be the goal — not 
merely adequate nutrition. Rising in- 
come is associated with increased 
consumption of milk, fruit, eggs, 
vegetables, and meat and with bet- 
ter growth in children and improved 
geenral health. Such foods are the 
protective foods—the ones rich in vi- 
tamins, minerals, and first-class pro- 
teins. These foods are not luxuries 
but necessities. . .. The-methods used 
in the diagnosis of subclinical de- 
ficiencies in human beings obviously 
need new and improved chemical 
measurements. Mild deficiencies are 
not obvious, and may be difficult to 
detect. Tests of various kinds will 
be improved and developed to aid in 
the understanding of such conditions. 
Hyperthyroidism, tuberculosis, preg- 
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nancy, and the like may increase the 
need for certain dietary factors and 
may lead to suboptimal nutrition. 
The relation of nutrition to dental] 
caries needs much study. Dental 
caries is the most widespread nu- 
tritional defect; one or more nutri- 
tional factors involved may be harm- 
ful, or the lack of a factor or factors 
may be causative. Diets high in 
fermentable sugar may induce dental 
caries, and increased intakes of fat 
and protein minimize dental caries. 
The relation of nutrition to resist- 
ance to disease and to infectious 
processes also needs further study. 

. Nutritional deficiency in man is 
generally of a multiple nature and 
plays an important role in many dis- 
ease conditions. The needs of the 
patient urge the physician to con- 
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tinue in making his scientific in- 
quiries. Research as concerns prob- 
lems of nutrition is a costly under- 
taking, as classically exemplified in 
the clinical investigation of many 
aspects of nutrition, but it is none- 
theless well worth while when con- 
sidered in terms of better health for 
man. 


From “Nutrition and Health,” in Nu- 
trition Reviews, November, 1947. 








DR. PILGRIM 








OJOURNING in Pitisburgh for the 
Nae conclave of the Industrial 
Hygiene Foundation, meeting BEN 
KUECHLE, OSCAR SANDER and BILL 
HOLLOWAY on the train; and all day 

















O DO YOU KNOW WHAT 
DERMATOLOGISTS DO FIRST IN TREATING 
ANY INFLAMMATORY CONDITION 


OF THE SKIN? 


sé, THEY USE A WET DRESSING... 


yee Maar sage es . 
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granulations already formed; 






Talcum. 
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USED EFFECTIVELY IN THE TREATMENT OF 


Wounds, Burns, Ulcers, especially of the Leg, Intertrigo, 
Eczema, Tropical Ulcer, also in the Care of Infants 


Desitin Ointment contains Cod-Liver Oil, Zinc Oxide, Petro- 
latum, Lanum and Talcum. The Cod-Liver Oil, subjected to 
a special treatment which produces stabilization of the Vita- 
mins A and D and of the unsaturated fatty acids, forms the 
active constituent of the Desitin Preparations. The first among 
cod-liver oil products to possess unlimited keeping qualities, 
Desitin, in its various combinations, has rapidly gained promi- 
nence in all parts of the globe. 


Desitin Ointment is absolutely 
antiphlogistic, allays pain and itching; it stimulates granula- 


non-irritant; it acts as an 


it is not liquefied by the heat 
of the body nor in any way decomposed by wound secretions, 
urine, exudation or excrements. 


DESITIN POWDER 


Indications: Minor Burns, Exanth2ma, Der- 
matitis, Care of Infants, Care of the Feet, 
Massage and Sport purposes. 


is saturated with cod-liver 
oil and does not therefore deprive the skin 
of its natural fat as dusting powders common- 
ly do. Desitin Powder contains Cod-Liver Oil, 
(with the maximum amounts of Vitamins 
and unsaturated fatty acids) Zinc Oxide and 


Desitin Powder 







Professional literature and samples for Phy- 
sicians’ trial will be gladly sent upon request. 


Ee Lies ee eee 








tion, favors epithelialisation and smooth cicatrisation. Under ‘ 
a Desitin dressing, necrotic tissue is quickly cast off; the ‘ 
dressing does not adhere to the wound and may therefore | 
be changed without causing pain and without interfering with : 

































in the medical conference, with much 
discussion of Summary of the Sar- 
anac Symposium; An Evaluation of 
Vision Testing Apparatuses, Pro- 
cedures, Techniques, Methods; Medi- 
cal Problems of. the Aging Em- 
ployee; Scope and Character of 
Work of the Industrial Medical De- 
partment, and such supplemental 
subjects as problems of tuberculosis 
in industry, the newer pneumoconio- 
ses, and the handling of nuisance 
claims and cases, at the University 
Club; and then to stay with pick 
and MARGARET ANNE WALMER, with 
much music and lively converse on 
things medical; and next day at the 
general meeting with many reports 
and giving a general summary of 
the two-year field study on indus- 
trial health services; and to the 
M.S.A. party which is always an 








event, and meeting many old and 
new friends, and afterward to din- 
ner with the McMAHONS, the HEM- 
EONS, the WALMERS, and OSCAR SAN- 
DER. ..AND next day to the chemical 
conference, and to luncheon at the 
Industrial Physicians’ Club where 
there were DRS. BRAUN, LLEWELLYN, 
WALMER, CRANCH, SANDER, KRONEN- 
BERG, HAZLETT, LAWRENCE, BAUMAN, 
HUSSEY, HERFORD, and WAGNER, with 
great interest manifested in the emo- 
luments of industrial physicians; 
and in the afternoon to the Eye & 
Ear Hospital for a demonstration 
of vision instruments by DRS. KUHN 
and KRUTCHER...THEN back to Chi- 
cago, meeting BROTHER BYRON and 
SISTER OLGA from Michigan for 
luncheon; and then to the Stanford- 
California football broadcast, where 
conversion goals won the game 21 








January, 1948 


to 18 for California; and later to a 
softball party where presented a 
trophy to a long time associate 
FRITZ HAMMARBORG—with meanwhile 
considerable study on beryllium and 
manganese effects. ..AND at the Chi- 
cago Section of the AMERICAN IN- 
DUSTRIAL HYGIENE ASSOCIATION, lis- 
tening to an admirable talk and 
demonstration on industrial ventila- 
tion by KNOWLTON J. CAPLAN, of 
Michigan Department of Health, 
and PILGRIM also giving a resume 
of present knowledge of industrial 
uses and effects of beryllium and 
its compounds. ..AND then to central 
Michigan where there was a hearing 
of an alleged manganese case and 
the usual professional differences of 
opinion, this being reminiscent of a 
recent rhyme in Tonics & Sedatives, 
to wit: 
“What is it? 
A tremulous though rigid state, 
With face like mask, 
Pill rolling movements with festin- 
ant gait, 
Slow to task, 
Senile the man or post-encephalic, 
Carbon monoxide or poison in- 
organic, 
Whatever the cause or whatever 
the state 
There’s a degeneration of the 
Corpus Striate.” 





—H.T.B. 
AND meanwhile making periodic ex- 
aminations in a local plant, where 
there is a lead exposure...AND with 
MADAME .PILGRIM to celebrate 
Thanksgiving at dinner and after to 
see beautiful technicolor movies of 
journeys in the Caribbeans, at the 
club...AND playing the first concert 
of the season with the Business 
Men’s Symphony at which there 
were Beethoven’s first, a Wagnerian 
march and other selections well 
done; and again at the bowls and 
doing better than average, which is 
pleasing...AND at the desk in pre- 
paration of various reports and 
study of medicolegal problems. 
Thence to the Skokie valley to study 
a problem in public liability or nui- 
sance as the case might be, in a 
community formerly rural, but now 
industrial...AND to a dinner meet- 
ing of the American College of Chest 
Physicians for an evening on in- 
dustrial and insurance phases of 
chest diseases, and enjoying discus- 
sing the case presentations with 
DRS. LEVINE, WEBB, BULLEY, SLOBE, 
CHIVERS, JACOBSON, CASE, VONACHEN, 
EARNHEART, LOEWEN and others... 
AND en route to central Kentucky, 
where for a full week engaged in 
conferences, court session, and study 
of an important public liability is- 
sue, involving several industries, 
many employes, much money and of 
greater significance, a matter of 
principles of precedent; and while 
in Kentucky, renewing friendships 
with the JAMES GRAVES and DR. PAUL 


“CO Mgmaow = 
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and ALICE TURNER, which was most 
enjoyable...AND then back to Chi- 
cago, with apparently the results of 
cumulative fatigue of mind and 
body, and seeking medical counsel, 
of which more in later notes... 








New Filter 


FILTER that protects factory 

workers from poisonous and 
disease-producing dusts smaller in 
diameter than 24 millionths of an 
inch is reported to consist of a felt 
which has been chemically treated 
so that its ability to present the pas- 
sage of dust is 40 times greater than 
untreated filters. Protection is given 
against such hazards as poisonous 
arsenic, lead, cadmium, chromium 
and silica dusts, as well as nuisance 
dusts from coal, limestone, iron ore 
and aluminum operations. 


Heartier Lunches 


HE malted milk and the coke are 

fighting a losing battle with the 
vitamin pill and the anti-cold injec- 
tion in the modern Newark drug 
store, a drug wholesaler said yester- 
day. He attributed the change here 
and elsewhere in the country to the 
publie’s increased health conscious- 
ness. Drug stores which had to cur- 
tail luncheonette and soda fountain 
service during the war have not 
bothered to restore it. Part of the 
reason, the wholesaler said, is the 
phenomenal 50 to 60% increase in 
prescription sales. The wholesaler’s 
figures are borne out by a report by 
Percy H. Jackson, president of the 
State Board of Pharmacy, who said 
that less than 900 of the nearly 
1,700 pharmacies and drug stores in 
New Jersey have soda fountains, 
and less than 300 have luncheonette 
service. Part of the increase in the 
number of prescriptions sold is due 
to the wider use of new drugs like 
the sulfas and penicillin, the whole- 
saler said, but anti-virus prescrip- 
tions are also made up in large 
quantities. The dealer said his own 
firm has instituted the practice of 
giving every employee anti-cold and 
anti-influenza shots at the beginning 
of winter. As.a result, the normal 
average number of days each em- 
ployee loses through winter sickness 
has been reduced from eight to less 
than two. Whether it’s because they 
think they need more vitamins or 
not, Newark girls are eating heart- 
ier lunches, a spot check of down- 
town luncheonette counters revealed. 
The former business girl practice of 
grabbing a coke or a malted milk is 
a thing of the past, countermen said. 
Now the girls pack away a blue 
plate at noon hour or at least a dish 
of soup, and a sandwich topped off 
by a sundae and a cup of coffee. 
One counterman said he thought 
girls got into the habit of eating a 
lot during the war, when there was 
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wAelive 


That systemic as well as local therapeutic activity may be 


achieved with such preparations as Baume Bengudé is evident from the 


fundamental work of Moncorps, Kionka, Hanzlik, Brown and Scott. 


The unique high salicylate concentration of Baume Bengud, 


synergistically teamed with menthol affords a bilateral approach 
to arthritis, myositis, muscle sprains, bursitis and arthralgia. 


Locally 


at the site of discomfort 
Patients appreciate the active 
therapy and prompt symptomatic 
relief of a Baume Bengué massage 


Topical analgesic effects 
and a beneficial hyperemia 
may be readily induced. 


; een 
i ee 





a man shortage, and they didn’t 
have to be so particular about their 
figures. Another said girls are mak- 
ing more money and probably can 
afford bigger lunches and new stock- 
ings too. 


—Newark, N. J., Star Ledger, March 10, 
1947. 


. EDWIN HULME MCILVAIN, Medi- 

cal Director of The Budd Com- 
pany, died January 15 as the result 
of vascular disease. DR. MCILVAIN, 
who joined the Budd organization 
in 1915, was born in Millville, New 
Jersey, February 23, 1887. After 
graduating from Friends Central 
School he traveled extensively in 
Europe and the Far East, serving 
as an able-bodied seaman in the 
British Merchant Marine and work- 


Rie ——— 


Sys fem tcally 


Baume Bengué likewise makes 
a positive contribution... 
l. systemic absorption of methyl 
salicylate elicits salicylate 
analgesia and subjective relief. 

2. the prompt relief achieved 
promotes greater patient 
cooperation for the execution / 
of specific measures, 
immediate and long-range, 


directed against 
etiologic factors. a 


a 


/ 


Baume Bengué 


ANALGESIQUE 


Baume Bengué provides 19.7% methy! salicylate, 
14.4% thol in a specially prepared lanolin base. 





THOS. LEEMING & CO., INC. 
155 EAST 44TH STREET, NEW YORK 17, N, Y. 


ing in a factory of Lever Brothers, 
famous soap manufacturers. Re- 
turning to this country, he enrolled 
in the Temple University Medical 
School, graduating in 1912. After 
an internship at Samaritan (now 
Temp!e University) Hospital, he 
practiced among the soft coal min- 
ers at Whiskey Run, Pennsylvania, 
where primitive conditions often 
made it impossible to make his calls 
by horse and buggy, and he was 
compelled to continue on horseback, 
or on foot. He returned to Phila- 
delphia and established an office at 
17th and Butler Streets. This was 
near the neewly founded Edward G. 
Budd Manufacturing Company, and 
the young doctor was summoned 
there when accidents occurred. His 
services were brought to the atten- 
tion of Edward G. Budd, founder 
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under “Arc lights” 
... think of 


WILLSON 


A LITTLE MONEY GOES A LONG WAY 

. . . to give dependable protection to face 
and eyes in this ruggedly built, low cost 
helmet. Willson-Weld glass in non-corro- 

sive metal holder. 
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Style No. 60S 


GIVE WELDERS’ EYES A LIFT... Flip-front 
on this one piece helmet allows quick, easy 
inspection and is convenient for working 










in close quarters. Willson-Weld Glass in 


hinged portion. 


Wy THE MARK OF MEASURED PRO- 
TECTION ... The Willson-Weld* trade-mark 
on welding glass is your assurance of accu- 

rate grading for density of shade and 
thickness to meet or exceed government 


specifications. 


For complete information on these products 
and their application, as well as many more 
eye and respiratory protective devices, get 
in touch with your nearest Willson dis- 
tributor or write us direct. 


*Reg. U. S. Pat. Off. 
GOGGLES « RESPIRATORS * GAS MASKS + HELMETS 


PRODUCTS INCORPORATED 
Pa ee) | Estob 





215 WASHINGTON STREET, READING, PA. U.S.A 
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and first president of Budd, wh 
quickly recognized the need of a: 
| organized medical service in hi 
growing plant. A reorganization o 
the Company occurred in 1919 an 
DR. MCILVAIN was appointed Supe: 
intendent of Welfare and Employ 
ment. In this position he had charg 
of employment, medical services, in 
surance, amusements, rates, a 
| eounting, transfers and sanitation 
| During the expansion that occurre: 
before the outbreak of World Wa 
Two, the medical department wa 
greatly enlarged, and DR. MCILVAIN 
devoted his entire efforts to th« 
three Budd clinics at the Hunting 
ton Park Plant, the Red Lion Plant 
in Bustleton, and the Detroit plants 
Under his supervision the Budd 
medical department grew to be one 
of the most complete organizations 
of its kind in the country. 































THE COLON 


At least 80% of all arthritics (according 
to outstanding authorities) present pto- 
sis, dilatation and/or atony of the colon, 
with functional impairment. 

To combat such gastro-intestinal dys- 
function through thorough systemic 
detergence Occy-Crystine is widely em- 
ployed because of its effectiveness in 
promoting: prompt relief of colonic 
stasis .. . marked improvement of liver 
and gallbladder functions . . . stimula- 
tion of renal clearance of toxins...and 
release of colloidal sulfur, so frequently 
deficient in the arthritic economy. 
Include Occy-Crystine as an adjunct to 
treatment of your next few cases of 
arthritis. 
FORMULA: Occy-Crystine is o hypertonic solu- 
tion of pH 8.4, made up of the following 
ective ingredients: Sodium thiosulfate, ond 
magnesium sulfate, to which the sulfates 
of potassium and colcium ore added in 


small omounts, contributing to the moin- 
tenance of solubility 













































— the sulfur-bearing 
saline detoxicant-eliminant 






OCCY-CRYSTINE LABORATORY, Selisbury, Conn. 
Please send clinical tric! somples of 
Occy-Crystine. (c-18) 
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In a clinical study extending 

over a period of a year, Long* 

used Edrisal as the sole medication 

in treating 630 employees for 
dysmenorrhea. Results were dramatic. 
He concluded, “‘We use it [Edrisal] 
with the knowledge that nine out of 


Re markable ten sufferers will get the relief 


they seek.” 
results Edrisal combines the recognized 
analgesics—acetylsalicylic acid 
and phenacetin—with the unique 
anti-depressant, Benzedrine Sulfate. 
if] Consequently, it not only relieves 
the pain during the menstrual 
period, but also combats the 
(| S m p n 0 rh p a accompanying psychic depression. 
y Best results are usually obtained 
with a dosage of two tablets, repeated 
every three hours, if necessary. 
*Long, C.-F.,M.D.:Edrisal in the Management 


of Dysmenorrhea, Indust. Med. 15:679 (Dec.) 
1946. Indust. Nurs, 5:23 (Dec.) 1946, 


highly 


effective 
in the 
relief 


Smith, Kline & French Laboratories 
Of Philadelphia 


pain 
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THE season of throat affections is here. 

Thantis Lozenges have proved especially 
effective in soothing and relieving these 
conditions. The effectiveness of Thantis 
Lozenges is due to two active ingredients: 

Merodicein* an antiseptic which pre- 
vents the development of bacteria even in 
great dilution 

Saligenin} a mild local anesthetic which 
relieves the discomfort of throat infections. 

Thantis Lozenges are antiseptic and an- 
esthetic for the mucous membranes of the 
throat and mouth. Complete literature on 
request. 

Supplied in vials of twelve lozenges each. 


* Merodicein is the H. W. & D. trade name for monohydroxymer- 
curidiiodoresorcinsulfonphthalein-sodium. 
t Saligenin is orthohydroxybenzylalcohol, H. W. & D. 


HYNSON, WESTCOTT & 
DUNNING, -Inc. “Baltimore 1, Md. 
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AY () hi ft leading hospitals 


are finding 
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The GENERAL CELLULOSE CO., Inc. 
GARWOOD. NEW JERSEY 


NAL 


MEMBER AMERICAN SURGICAL A . 
USTRIES ASSOCIATION 


ASSOCIATION OF MANUFACTURERS, HOSPITAL 


TVherapeutically... 


THE PROMPT RELIEF OF PAIN 
IS IMPORTANT 


Antiseptic-Analgesic 


FOILLE 


EMULSION-OINTMENT 


For burns and other surface injuries 


of non-systemic origin 


Convenient Professional and Prescription 
‘TP 4-t eh aellieleli- 


Samples and literature sent on request 


CARBISULPHOIL COMPANY 


3116 Swiss Avenue Dallas, Texas 


*“Trode Mork Reg 
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an industrial problem! 










































































Sluggishness often is a cause of inefficient, non-productive workers— 
workers who fall below production standards and increase the danger 


of industrial accidents. 


Where sluggishness results from faulty elimination, we suggest TAXOL 
—the mild, non-griping laxative—for relief from continued constipation. 


TAXOL has been recommended and prescribed by many physicians for 
more than 18 years. Works easily and rapidly with minimum discom- 
fort .. . consistent action. 

Containing only 449 of the U.S.P. dose of aloes per tablet, TAXOL cuts 


down discomfort resulting from high aloes dosage. Hyoscyamus extract, 


included in the formula, also helps to reduce griping. 


Write today for free trial package and literature. 


CONTENTS OF TAXOL— Each TAXOL tablet contains *5 gr. aloes, | gr. bile 
extract, 443 gr. hyoscyamus extract and 34 gr. lipoid-free, desiccated pancreas 
and duodenum. Active emodin is released from the aloes by TAXOL's bile extract. 


FLEXIBLE DOSAGE — Depending upon individual need, | to 6 tablets daily, 
swallowed without chewing, before meals or at bedtime. Any laxative is con- 
traindicated if symptoms of appendicitis or intestinal obstruction are present. 


LOBICA, Inc. - 1841 Broadway + New York 23, N.Y. 
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AT HOME OR AWAY = SIMPLIFY URINALYSIS 


NO TEST TUBES * NO MEASURING * NO BOILING 


Diabetics welcome “Spot Tests”, (ready to use dry reagents), because of the ease 
and simplicity in using. No test tubes, no boiling, no measuring; just a little 
powder, a little urine—color reaction occurs at once if sugar or acetone is present. 


Calatest chcelone Fesb ove 


FOR DETECTION OF SUGAR IN THE URINE FOR DETECTION OF ACETONE IN THE URINE 


SAME SIMPLE TECHNIQUE FOR BOTH 


1. A LITTLE POWDER Zs 2. A LITTLE URINE 
v4 A carrying case containing one vial of Acetone Test 


(Denco) and one vial of Galatest is now available. This 
is very convenient for the medical bag or for the diabetic 
patient. The case also contains a medicine dropper and a 


COLOR REACTION IMMEDIATELY Galatest color chart. This handy kit or refills of Acetone 


Accepted for advertising in the Journal of the A.M.A. Test (Denco) and Galatest are obtainable at all prescrip- 
tion pharmacies_and surgical supply houses. 


Write for descriptive literature 
THE DENVER CHEMICAL 


Meetone Fost wowces...Gatetost  WANUFACTURING COMPANY, .INC. 
163 Varick St., New York 13, N. Y. 








Reduce Absenteeism— 


B O O K S Combat Functional 
7 DYSMENORRHEA 


Two Ways 





Introduction to 
Industrial Medicine on , . Analgesia of the cramp-like pains. 
Edited by T. Lyle Hazlett, M.D. | . Relaxation of Uterine Smooth Muscle 


Spasm—a frequent cause of such 


$3.00-—discounts in quantity lots | 2 pain. 


happier, more comfortable, 


Men At Work more productive hours for your 
—The Supervisor and His People girls, suggest Hillman’s D Com- 


by Keeve Brodman, M.D. Tay pound. Used in industry since 1930. 
Send for generous Trial Supply for 


$2.50—discounts in quantity lots | your First Aid Room. 





Industries 


A Blind Hog’s Acorns ’ 
-Vignettes of the Maladies of Workers— At [ [; mau 4 a om ip oun Fs 


by Carey P. McCord, M.D. 
y——MAIL FOR FREE SAMPLES-—-" 


$2.75—Postpaid 
| Hillman Pharmaceutical Co. IM 1-48 


| 6300 N. Western Ave., Chicago 45, Ill. 


| Please send FREE samples D Compound 
for our trial. 





ORDER FROM 


Industrial Medicine Publishing Co. 
605 No. Michigan Ave. 
Chicago 11, Illinois 


























a NEW COMBISUL ~~ 


another step toward 
safer sulfonamide therapy 


First to make available to the medical profession a 
combination of two different sulfonamides for the purpose of 
decreasing the danger of renal toxicity, Schering now 
introduces a new COMBISUL* containing the three most 
valuable sulfonamides for systemic therapy — sulfadiazine, 
sulfamerazine and sulfathiazole. The mixture of these three 


compounds extends further! the proved value of 


previous dual combinations: 


COMBISUL 


greatly increased urinary solubility 
decreased likelihood of renal irritation 


increased potentiation of therapeutic effects 


ComBisuL is available in two forms: Tablets of 0.5 Gm. consisting 
of 0.166 Gm. each of sulfadiazine, sulfamerazine and sulfathiazole ; 
and Liquid, a palatable suspension containing 0.166 Gm. of each 

of the same sulfonamides per teaspoonful for children and 

adults who cannot swallow tablets easily. Indications are the same 


as for the individual components of the mixture. 


CompaisuL Tablets: 0.5 Gm. in bottles of 100 and 1000. 
Compisut Liquid: 0.5 Gm. per 4 cc. in bottles of 4 and 16 oz. 


1. Lehr, D.: Proc. Soc. Exper. Biol. & Med. 64:393, 1947. 


*e 


CORPORATION +» BLOOMFIELD, NEW JERSEY 


IN CANADA, SCHERING CORPORATION LIMITED, MONTREAL 
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THAT'S WHY rubberless bandages 
can’t match it for elasticity. That’s why 
TENSOR stretches two and one-third 
times its own length! Live rubber warp 
threads, covered with soft cotton yarn, 
“give” with the movements of bandaged 
parts, yet provide therapeutic support, 
for any elastic bandage use. 


Patients will appreciate TENSOR; 
recommend it with confidence. 


A product of 





THERE 1S NO BETTER ELASTIC BANDAGE THAN TENSOR! 





* 
ELASTIC 


BANDAGE 


IS WOVEN WITH 


ve Oubber Shruwad 


TENSOR: 

e exerts uniform, controlled pressure with- 
out binding. 

e has constant elasticity—you don’t find 
it in rubberless bandages! 

@ stays put —no need for frequent read- 
justments. Affords comfort—because of 
quick and easy “give.” ; 

@is inconspicuous. Women patients will 
wear it because it’s neutral-colored, and 
doesn’t make bulky outlines. 

@ maintains elasticity despite repeated 


laundering. on tame 


in 2-22 -3-4 and 6 inch widths by 54 yards stretched. 









aes Friar #4 


Division of The Kendoll Company, Chicago 16 
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TOPICAL ANESTHESIA 


OPHTHALMOLOGY and RHINOLARYNGOLOGY: 


Dependable anesthesia of the mucous membranes is readily obtained by 
the topical application of Pontocaine hydrochloride. This widely 

used agent acts quickly, penetrates deeply, and gives 

prolonged anesthesia. A variety of operative and nonoperative 
procedures on the eye, nose and throat may be successfully carried 
out with small quantities of relatively weak solutions. 


» HOW SUPPLIED: For surface anesthesia in ophthalmology: 
0.5 per cent solution in bottles of % oz. and 2 oz. 
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A summary of all published reports on the influence of 
Ertron-Steroid Complex, Whittier, in Chronic Arthritis, 
reveals that 82.2% of all patients treated showed sig- 


nificant improvement.* 


What other treatment for arthritis can approximate 


this record? 


If you have read ‘‘A Report to the Medical 


Profession’’, you will agree that the preponderance of 







evidence is overwhelmingly in favor of Ertron. If 
you haven’t received a copy of this important 


publication, one will be sent you on request. 


*Analysis of "A Report To The Medical Profession” 
30 Investigators 
852 Cases Chronic Arthritis 


esses | UTRITION 


Each capsule of Ertron 


contains 5 milligrams of 
activation-products hav- 
ing antirachitic activity 
of fifty thousand U.S.P. 


units. Biologically 
standardized. | 
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: : ERTRON is o Registered 
Keap om « coal ploce ; Trade Mark of 
Nutrition 
Research Laboratories 
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Sal Hepatica 


acts by simple osmosis, to increase the 


bowel’s fluid content and soften fecal 





residue. 


Gentle fluidbulk | » 



























RIAS 
produced by Sal Hepatica evokes peristalsis perie 
and evacuation by normal physiologic means. top | 

Ri, 
patcl 
stanc 
simpl 

RI/ 
comb 

™ ™ creso 
__ EFFERVESCENT—SALINE 6 

SR IVEINGREDIENTS: sopiUM St 

P*diumcuLorive . : 5 sooenos reall 7 ‘ Ap 

SOM BICARBONATE . LITHIUM CARBQRT = s devin 

TARTARIC ACID « CITRIC ACID Z : 

‘ 6 OUNCES ° “ ° Pe 9 No b. 

STOL-MYERS Co., NEW vorus to pa 





\ 
. ~ - 
> 
* a ‘ + 7 
x ee at ’ 
os =. 9 br / 
. . & RIA 
t : ws Cs ak 
=. 5 = © fe: : 
* a Sse pie 
— id 
— @ 
NENT + 


direct 





APERIENT © 


LAXATIVE 





CATHARTIC 


PRODUCT OF BRISTOL-MYERS ¢ 19 WEST 50 STREET ¢ NEW YORK 20, N.Y. 











Physicians throughout the nation are prescribing 
RIASOL for psoriasis therapy. This is because ex- 
perience has proved this unique formula to be a 
top performer in obtaining outstanding results. 


RIASOL often clears the disfiguring, scaly 
patches with gratifying promptness and in many in- 
stances recurrences are minimized. Moreover, it is 


simple, pleasant and convenient to use. 


RIASOL contains 0.45% mercury chemically 
combined with soaps, 0.5% phenol and 0.75% 


cresol in a washable, non-staining, odorless vehicle. 


Apply daily after a mild soap bath and thorough 
drying. A thin, invisible, economical film suffices. 
No bandages are necessary. After a week, adjust 
to patient's progress. 


RIASOL is never advertised to the laity. Sup- 
plied in 4 and 8 fid. oz. bottles, at pharmacies or 


direct. 


Druggist a 


SHIELD LABORATORIES 
8751 Grand River Ave., Detroit 4, Mich 
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Please send me professional literature and generous clinical package of RIASOL. 


M.D. 


Zone 


___.. Address. 
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7 Before Use of Riasol 










> cee ee ee cee ee cee ee ee ee ce ce ce ce ees ee ee ee ee ee ee ee ee ee ee ee ee ee ee ee 


Street 


Store 










INDUSTRIAL MEDICINE 


A Real Shreat 
lo “Americal Sitwre 





The presence of this seal 
indicates that all nutri- 
tional statements in this 


" advertisement have been 


found acceptable by the 
Council on Foods and 
Nutrition of the Ameri- 
can Medical Association, 


CEREAL 


A research and educational endeavor devoted to the betterment of national nutrition. 
135 South La Salle Street « Chicago 3 


No country is better than the nutritional state of its 
people. Maintaining a good nutritional state is a difficult 
problem unless a nutritionally adequate breakfast is 
eaten. Recent evidencet shows that the nutritional 
deficit created by a skipped or skimpy breakfast can 
hardly be overcome by the other two meals of the day. 
Hence the habit of neglecting breakfast, so widely prev- 
alent among children of school age as well as A eta 
is a serious threat to the nutritional state of the nation. 


A widely accepted basic pattern which forms the foun- 
dation for a nutritionally adequate breakfast consists of 
fruit, cereal, milk, bread oa butter. It provides 611 
calories and virtually all essential nutrients in substantial 
amounts. Furthermore, this breakfast is notably econom- 
ical, and is universally available. The cereal serving— 
consisting of hot or ready-to-eat breakfast cereal, milk, 
and sugar—is an important component of this meal. It 
adds taste appeal pre | variety, and makes its own signifi- 
cant contribution of biologically complete protein, 
B-complex and other vitamins, and important minerals. 


The table indicates the nutrient values of this basic 
breakfast and the contribution made by 1 ounce of 
ready-to-eat or hot cereal* (whole grain, enriched, or 
restored to whole grain values of thiamine, niacin and 
iron), 4 ounces of milk and 1 teaspoonful of sugar. 


BASIC BREAKFAST TOTALS supplied AMOUNTS supplied 
Orange juice, 4 oz. by Basic Breakfas! by cereal serving 





Ready-to-eat or 611 202 

Hot Cereal, 1 oz.; 20.7 Gm. 7.1 Gm. 
Whole Milk, 4 o.; —. —s. 
Sugor, 1 teaspoon; — 4 16 a. 
Toast (enriched, 1074 1.U. 193 1.U 

white) 2 slices; 0.52 mg. 0.17 mg 
Butter, 5 Gm. 0.87 mg. 0.24 mg 

(about I teaspoon); NIACIN.......... 2.3 mg. 1.4 mg. 
Whole Milk, 8 oz. ASCORBIC ACID... 64.8 mg. 


*Composite average of all breakfast cereals on dry weight basis, 


tJackson, P., and Schuck, C.: Dietary Habits of Purdue 
University Women, J. Home Econ. 39:334 (June) 1947. 
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> (leans without lathering 


| HAND CLEANER 





B R E C K 


Breck Hand Cleaner 


A mild harid cleaner without soap or abrasive materials is especially useful in 
the winter months to help prevent chapping. Breck Hand Cleaner may be 
used on the hands and arms and leaves the skin soft and smooth. It is made 
for removing oil, cooling lubricants, cutting compounds, and petroleum solvents. 


Many hand infections can be eliminated by keeping the skin free of irritation. 


N H BRECK INC . MANUFACTURING CHEMISTS . SPRINGFIELD 3 MASSACHUSETTS 
c NADtI A N ADDR ES §S . 3 8 © ea 2.7 8 & i a on oe ee . oT TAWéA 
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KIN more precious than China! 


They’re more precious to industry 
than all the china in the universe. 
But like china, workers’ hands are 
readily vulnerable to damage. Skin- 
injuring industrial operations and 
chemical irritants in your plant see 
to that! 

While you can't always avoid ex- 
posure to these dangers, you can help 
safeguard skin against the ailments 
caused by them. Simply have your 
workers gently rub the proper West 
Protective Cream on their skin~ be- 


fore they start work. Thus, they 
are assured of safe, smooth, lasting 
protection. 

Since they are scientifically pre- 
pared, industry everywhere finds 
West Protective Creams effective pre- 
cautions against nearly every derma- 
titis hazard that mind, 
These creams come in six different 


comes to 


types—and either penetrate the skin 
or remain on the surface—according 


to the special type of protection 


required. 


To keep your workers safer on the job—and production efficiency up — consult one 
of almost 500 trained West Representatives from coast-to-coast. He's fully qual- 
ified to explain the advantages of these highly effective West Protective Creams. 


Send for Free Chart 


PRODUCTS THAT PROMOTE SANITATION 


DISINFECTING 


any 


42-16 West Street, Long Island City 1, N. Y. 
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PRIVINE 


PRIVINE hydrochloride, 0.05 per cent, is sufficiently potent 
ce) to produce long-lasting relief in the average case of 
nasal congestion in patients of all ages. It is therefore the 
Privine preparation of choice for regular prescription purposes. 


Privine hydrochloride, 0.1 per cent, fills the need for an 
agent which will produce the intense vasoconstriction 
frequently necessary for adequate visualization and 

for pre- and post-operative shrinkage. It is therefore 
the Privine preparation of choice for direct use in the 
office or hospital. 


When properly administered, Privine hydrochloride 
induces prolonged vasoconstriction with relative freedom 
from local or general side effects. Three drops will 
usually produce nasal decongestion lasting 3-6 hours. 
Overdosage should be avoided. 


Issued :0.05°%, bottles of 1 fl.oz.and 16 fl. ozs. + Jelly, 0.05%, tubes of 20 Gm. 
0.1%, bottles of 16 fl. ozs. only 








RMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 


2 /1328M PRIVINE (brand of naphageline) © Trade~mark Ree. U.S. Pat. Off. 








